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Manufacturing LHC. Stage 2. After thawing, 
New Zealand milk lamb intestines are split into 
three ribbons, to facilitate subsequent treatment. 


London Hospital Catgut 
is manufactured under 
unified control from 
intestine to sterile tube 
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The First Name in Ocular Therapeutics 


Active against a very wide range of organisms causing ocular infections. 
* Albucid * Eye Preparations are known and trusted 


wherever eye injuries and infections are treated. 


‘ALBUCID’ EYE PREPARATIONS 


ARE AVAILABLE AS FOLLOWS :— 


EYE DROPS 


Sulphacetamide Sodium B.P. 10 per cent, 20 
per cent, or 30 per cent in sterile solution, 
packed with pipette in sealed bottles. 


Bottles of 14 c.c. (4 02.) 


* 


EYE OINTMENT 


Sulphacetamide Sodium B.P., 24 per cent, 
6 per cent, or 10 per cent. 
Tubes of 4 gm. (60 grain) and 25 gm. 


* 


Descriptive literature and samples available on request 


British Schering Limited 


229-231 Kensington High Street, London, W.8. 
telephone: WEStern 8111 
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who are concerned with the comfort 
of the mother and the progress of the baby 
should read THE HUMALACTOR BROCHURE 
It tells of more natural feeding. 


An English Achievement 


GASCOIGNES : READING : ENGLAND 
Phone: Reading 5067-8-9, 2273-4-5, 4831-2-3 


undamental rinciples 


of irella desiqn 


A garment designed on Spirella’s Exclusive Principle supports the figure by 
supplementing the mechanical action of the abdominal and dorsal muscles. 
Even when muscles have become relatively toneless their natural action is re- 
produced with the aid of garments designed to have their fixed positions of 
support corresponding to the bones of the pelvis and spine. The 

soft Ussues around the hips are moulded into pleasing 

curves and the intestines and other 

internal organs supported in 

their healthiest positions, 

without constriction 
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in bacterial vaginitis 


eliminates vaginal discharge 


by controlling the cause 


in mixed vaginal infections 


The subjective symptom of 
discharge was cured”’' 
following cervical cautery 
“The absence of usual post-cautery discharge 
and bleeding was very striking’ 


Te be dupensed oniy By oF OF the 
wie may De Cangerous 


ORTHO PHARMACEUTICAL LIMITED following vaginal 
HIGH WYCOMBE BUCKS ENGLAND e e 
plastic surgical procedures 


“One of the most annoying symptoms, the 
malodorous discharge was found non-existent 
in all the treated cases’? 
| The outstanding relief of this distressing symptom 
“reflects the control of a wide variety of vaginal 
pathogens achieved by the combined 
sulphonamides* in Triple Sulfa Cream. 


*Sulphathiazole, N'Acetylsulp 
1.Am.j.Obst. & Gynec. 55:511, 1948. 
2-Am.|.Obst. & Gynec. 58:176, 1949. 


is available in 3 oz. tubes. 
On original prescriptions specify 
“Triple Sulfa Cream with applicator.” 


LITERATURE ON REQUEST 


Ortho Pharmaceutical Limited 


HIGH WYCOMBE © BUCKINGHAMSHIRE © ENGLAND 


Makers of Gynacic Pharmaceiticals 


& 
de, N'Benzoylsulphanilamide. vid 


ADVANCE 


in sex hormone therapy 


Mixogen is the new Organon preparation 
presenting the male and female hormones 
physiologically balanced in one tablet for the 
treatment of all signs and symptoms of de- 
clining sex hormone function in either sex 
The synergistic combination of these 
BP. substances confers beneficial results 
greatly exceeding any cbicirable with 

much larger doses cf either of the com- 

por ents alone, without the unwanted 

effects often associated with one- 

sided sex hormone therapy. The 
remarkable sense of renewed 

mental and physical vitality 

is a notable feature of the 


treatment. 


The tablets are FREELY 
PRESCRIBABLE UNDER 
THE N.HS. 


contains 0.0044 
Male and Female Hormones in | tablet 
m each tablet 


'n Perspex tubes of 25 tablets and in bottles of 100, 250 and 500 


e) Full Literature and Bibliocraphy on request. 
wT RGANON LABORATORIES LTD TEMple Bar 6785-6-7 


BRETTENHAM HOUSE, LONDON, W.C.2 TEMple Bar 0251-2 
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A temperoture chart from a typical case of post-operative bi 
sepsis. Four days’ treatment with sulphonamides and penicillin . 
had proved unsuccessful. Within 48 hours of administration 
of Chloromycetin the temperature had returned to normal. 


Successful and prompt control of infection in pelvic inflammatory disease of 
puerperal and non-puerperal origin has been reported following treatment with 


Chloromycetin. 


Various forms of pelvic inflammation including salpingitis, pelvic abscess, 
infected abortion, pelvic peritonitis and post-partum sepsis have responded quickly 
to Chloromycetin after ineffective treatment with penicillin, streptomycin and 


sulphonamides. 


The broad antibiotic spectrum of Chloromycetin includes the organisms most 
commonly found in the mixed flora of pelvic cavity infections, particularly streptococci. 
Aerobacter aerogenes and Escherichia coli. 


® REGISTERED TRADE MARK 


Parke, Davis HOUNSLOW, MIDDLESEX 


Telephone: Hounslow 2361 
Inc. U.S.A. 


AND COMPANY, LIMITED. 


if 
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‘Trilene’ analgesia in labour is both pleasant 
and effective. The drug is equally safe for 
mother and child, and there are no contra- 
indications. Recovery is rapid, with no 
unpleasant after-effects 

With these notable characteristics, ‘ Trilene’ 
has achieved, during recent years, a wide- 
spread reputation among obstetricians as 


a most valuable analgesic 


‘TRILENE’ 


TRADE MARK (Trichloroethy lene) 


Containers of 250 ‘ Ampoules 


of 6c.c. in containers of 1, 5, and 25. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 


S A subsidiary company of Imperial Chemical Industries Limited Wilmslow, Manchester 
Phivs 2 


AMERICAN JOURNAL OF 
OBSTETRICS AND GYNECOLOGY 


Representing 
THE AMERICAN GYNECOLOGICAL SOCIETY, 
THE AMERICAN ASSOCIATION OF OBSTETRICIANS, 
GYNECOLOGISTS AND ABDOMINAL SURGEONS, 
AND TWENTY-SIX OTHER SOCIETIES 
Editor Associate Editors 
G. W. KOSMAK H. C. TAYLOR, JR. W. J. DIECKMANN 
Because it is the only American Journal devoted exclusively to Obstetrics 
and Gynaecology, this Journal, alone, offers you complete coverage on all 
the developments constantly being made in these fields in America. 
Abstracts of the important literature from all parts of the world are 
published. Most of the outstanding medical schools in the United States 
are represented on the editorial board, which consists of forty-two of the 
leading teachers and practising specialists in America 
Phe two volumes published annually contain approximately 2,200 pages 
and have about 500 illustrations. They constitute a complete record of 
progress and achievement for the period. 
Published Monthly Annual subscription £5 15s. per annum, post free; single copies, 12s. 


THE C. V. MOSBY COMPANY, PUBLISHERS, ST. LOUIS 
4GENT FOR GREAT BRITAIN 


HENRY KIMPTON .. MEDICAL PUBLISHER 
25 Bloomsbury Way - London, W.C.1 
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Superticial pains and irritations are swiftly relieved with 


Anethaine Ointment. Containing one per cent amethocaine in a non-greasy base, the 


ointment takes effect in a matter of minutes and remains active for at 
least two hours. Prominent among the indications for Anethaine Ointment is the intense 
irritation of pruritus vulvae and pruritus ani. The ointment is also an 


effective anaesthetic lubricant for instrumental examination. 


ANETHAINE OINTMENT... . 


amethocaine m water-miscible hase: tubes 


GLAXO LABURATORIES LIMITED, GREENFORD, MIDDLESEX BYRon 3434 v7 


put? 
I- 
| 7 | 
| | 


The outlook need not be clouded... 


... by the shadowy fear of the menopause and its associated 
vasomotor and psychic disturbances. 


Euvalerol M, the ideal sedative in menopausal conditions, en- 
sures that the difficult years may be contemplated with equanimity 
and passed through with ease. 


Symptoms of apprehension, flushing, irritability and depression 
that darken the outlook of the woman at the menopause are 
alleviated, and the emotional balance restored, by the adminis- 
tration of Euvalerol M. 


Euvalerol M contains an odourless preparation of valerian with 
} grain (16 mg.) phenobarbitone and 0°1 mg. stilbeestrol in each 
fluid drachm. 


In bottles of 4 and 8 fluid ounces. 


Literature on application 


ALLEN & HANBURYS LTD- LONDON. E-2 


TELEPHONE BISHOPSGATE (\20L/NES) TELEGRAMS. “GREENBURYS, BETH, LONDON” 
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Sublingual Therapy with 


PERANDREN 


(5, 10, 25 and 50 mg.) 
ean double the effectiveness of 


METHYLTESTOSTERONE 


* Linguet’ therapy alone is therefore adequate in many cases; 


other forms are available when required :— 
PERANDREN 
Ampoules, Crystules’, Implants, 
(TESTOSTERONE PROPIONATE) 
Ointment (Testosterone) 


S934 


*Perandren’ and *Linguets’ are registered trade marks. : 
CIBA LABORATORIES LIMITED 
SUSSEX 


Reg. user 


HORSHAM - 


Telephone: Horsham 1234 Telegrams: Cibalabs, Horsham 


antenatal care 


lo provide enough of all the essential protective factors and at the 


same time to avoid unnecessary excess is the aim in prescribing for 
pregnancy Supplementation is needed to maintain full health and 
to guard against such complications as, for example, toxaemia. pre- 
mature births, hypochromic anaemia, inability to breast feed and 
dental caries 


By combining in one preparation all the factors needed to ensure 


adequacy, not only is economy effected but the patient is not 


burdened by excessive medication. 


FORMULA: 


The daily dose provides, at time of manufacture. 


A conc.,B.P (40mg .)2,000 ferr. sulph. exsic., B.P. 204 mg. 
D 30048. | calc. phosph, .. 
wutamin B,, B.P 0.6 meg 


pot. iod., B.P. not less than .. 1§ p.p.m. 


vitamin C, B.P .. 20mg 
tocoph. acet.,B.P.C.(vitamun E I mg. cupr. sulph., B.P not less than 
ncotmamide, B.P 25 me mang. sulph., B.P.C. .. 4° P.p.m. 


 DREGNAVITE 
: tx: a single supplement for safer pregnancy, 


Climca samp'« and medical |iterature may be obtained on application to 


VITAMINS LIMITED (Dept. C.43), UPPER MALL, LONDON, W.6 
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For menopausal disorders, 
pre-menstrual tension 
and dysmenorrhcea 


SSS 


THE ASSOCIATION of methyltestosterone with ethinyl- 
cestradiol as in Mepilin permits a reduction to be made 
in the effective dosage of cestrogen for the control of 
menopausal symptoms. Advantages of Mepilin when 
used in the treatment of menopausal disorders are :— 


SS 


= 


1. Production of an increased sense of well-being 

2. Avoidance of undesirable side-effects such as breast 
turgidity and pelvic congestion 

3. Reduced risk of inducing uterine hemorrhage or 

withdrawal bleeding 


Mepilin contains in each tablet ethinyleestradiol 0.01 mg., and 


methyltestosterone 3 mg. Bottles of 25 tablets at 7/5 and 100 at 238d. 
Prices in Great Britain to the Medical Profession. 


SSS 


SS 


Dosage: Menopause: 2 to 6 tablets daily. Pre-menstrual tension 
and dysmenorrhea: 2 tablets daily from roth to 22nd day of 
menstrual cycle. 


Literature and specimen packings are available on request to 
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NOTICES 


THe JOURNAL OF OBSTETRICS AND GYNAECOLOGY OF THE BRITISH EMPIRE was established 
by a Private Limited Company in 1901. The capital was provided by a group of British 
Obstetricians and Gynaecologists, and the profits earned have been devoted to the 
In November 1950, the Journal was trans- 
Under the 


maintenance and improvement of the Journal. 
ferred by purchase to the Royal College of Obstetricians and Gynaecologists. 
new direction the previous policy will be maintained. 


The publishers and printers are Messrs. John Sherratt and Son, Park Road, Altrincham. 
The annual subscription is £2 12s. 6d. for Great Britain and Northern Ireland and £2 15s. 
for the Dominions, Colonies and Foreign Countries. It is payable to the publishers. 


Books for review should be sent to the Editor. 
articles is reserved 


The right of publication of all 


Directions to Contributors 


Original articles for publication are invited and should be sent to the Editor, Professor James 
Young, Moorings, North Chailey, Lewes, Sussex. They are accepted on the understanding 
that they are contributed to this Journal only. Authors are advised to keep a copy of all 
Manuscripts. Proofs will be submitted to authors resident in the United Kingdom, but 
to avoid delay or loss the proofs of authors resident abroad will be corrected by the 
@ditorial staff, unless the authors wish to delegate the work to a representative in this 
country. To lessen editorial work it is desirable that authors conform to the following 


conventions: 


PRESENTATION OF MANUSCRIPT 


Double spaced typescript (not carbon 
copies) should be submitted. Italics in the 
text should be reserved for words in a 
foreign language and as little as possible 
used to indicate emphasis. 


Proper scientific names giving both genus 
and species should be italicized, with an 


initial capital and contraction for the genus 
only after a ful! spelling at the first mention, 
thus: 


Clostridium welchii followed by Cl. 
welchii; Bacterium coli—Bact. coli; Bacillus 
tuberculosis — B. tuberculosis; Corynebac- 
terium diphtheriae—C. diphtheriae. 
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Each sentence should have its proper 
components thus: 


“ Progress: The patient continued to im- 


prove, NOT 
“ Progress: Went downhill.” 
The author’s name, his decorations, 


degrees and relevant diplomas should appear 
at the head of the paper together with his 
appointment at the time of preparation of 
the text. 


TABLES AND ILLUSTRATIONS 


Tables should be numbered in Roman 
numerals (Table I, Table II, etc.) and set 
out on sheets separate from the text with 
indications as to where the author desires 
them to be placed. Illustrations, too, should 
be kept separate from the text and numbered 
in Arabic numerals, Fig. |, Fig. 2, etc. Each 
figure should have a reference in the text and 
a descriptive legend to be printed under- 
neath. This legend should be typed on ar: 
attached sheet and not written on the back 
of the illustration. The lines in charts should 
not be in colours but in black, and when 
graph paper is used the ruling should be 
grey or faint blue and not brown, red or 
green. The magnification of microscopical 
illustrations should be stated (e.g., = 250). 
X-ray films should not be submitted unless 
the author is not in a situation to have these 
printed, when the Journal will undertake to 
have this done. If the films promise poor 
reproductions the author is advised to send 
line tracings of the appearances instead. 
Authors may be required, at the Editor’s 
discretion, to contribute to the cost of repro- 
ducing half-tone or coloured plates. 

ABBREVIATIONS 

These should be avoided as far as possible. 
Thus “ per cent” should be used instead of 
the symbol “ % ” and such forms as T.B., 
R.B.C., B.P., P.E.T., A-P.H. eschewed. 


Dates should be given as 10th May, 1946, 
and not 10. V. 46. Numbers should be in the 
form of numerals and not words except when 
beginning a sentence, thus “ Fifteen patients 
out of a total of 60 exhibited,” etc. The 
official rather than the proprietary names of 
drugs must be used. The Journal convention 
is gr. for grains; g. for grammes; Kg.; ml. 
(not c.c. or c.cm.); mg.; pounds (nor Ib.); 
ounces (not oz.), etc., and wherever suitable 
the metric equivalent of an English measure 
should be given, for example, when record- 
ing pelvic measurements, size and weight of 
babies, tumours, etc. 

When comparable figures are given either 
the English or the metric mode must be 
followed, thus: the excretion of urine/24 
hours should be shown in ml. (and not 
ounces) when the urinary or blood-urea is 
given in g./100 ml. 


REFERENCES 
In the text the author’s name should be 
given with the date of publication and the 
list of authors quoted put at the end of the 
text in alphabetical order as in the Harvard 
Scheme: Author’s name, initials, year of 
publication (in brackets), name of journal 
(italics abbreviated), volume number (under- 
lined) and page number. In case of books 
the order is: Author’s name, initials, year of 
publication, full title (italics), edition, pub 
lisher and place of publication, page, thus: 
Brown, H. E., and Jones, B. K. (1943): J. 
Obstet. Gynaec. Brit. Emp.,2, 128. 
Samson, P. (1940): Obstetrics for Midwives, 
2nd Ed., Fraser, London, p. 9. 


REPRINTS 
Twenty-five reprints for each author are- 
supplied free of charge. An author may pur- 
chase additional reprints if he notifies the 
publishers on the form attached to the proof 
of his paper. 
Contributors from overseas should state 
the required number on their manuscript. 


A Journal Devoted to the Clinical Aspects of Infertility 


FERTILITY anp STERILITY 


OFFICIAL JOURNAL 
AMERICAN SOCIETY FOR THE STUDY OF STERILITY 
Pendleton Tompkins, M.D., Editor 


M. Y. Dasney, M.D | EDITORIAL BOARD 


M. Epwarp Davis, M.D | M. G. Fincher George N. Papanicolaou 
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Alan Fo Guttmacher I. C. Rubin 
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Issued Bimonthly Published by 
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Volume III begins with Jan. 1952 Medical Book Department of 


$8.00 per Year in U.S. and Pan-America Harper & Brothers 
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ATLAS OF MAHFOUZ’S 
OBSTETRIC AND GYNAECOLOGICAL 
MUSEUM 


by 


NAGUIB PACHA MAHFOUZ 
M.Ch., F.R.C.O.G. (Hon.), F.R.C.P. Lond., F.R.C.S. Eng. (Hon.) 


Three volumes, containing over 200 plates in full colour and 

over 500 in black and white. Each plate is described in English, 

Arabic, French, German, Italian, Russian, Spanish. Three 
volumes. Strongly bound. Over 1200 pages 


Price per set, £9 9s. Od. net (Canada and the U.S. of America, $40, post free) 
The volumes are not sold separately 


JOHN SHERRATT AND SON, PUBLISHERS, ALTRINCHAM, ENGLAND 
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IN THE TREATMENT OF VAGINAL DISCHARGES 


ak 
MA 


TRAP 


METHOD OF 
VAGINAL THERAPY 


employs 


MEDICATED JELLIES 


applied by means of 


DISPOSABLE 
APPLICATORS 


DEEP PLACEMENT 


of medicament without digital insertion and its 


attendant risk of infection or re-infection. 


RAPID SPREAD 


of jelly over vaginal surfaces. Note distribution 


of microscopic acetarsol crystals demonstrating 


intimate mixture of vaginal contents and the 


medicament (Kylon Acetarsol Combination). 


————PROLONGED RETENTION 


It is to be noted that, 72 hours after first 


medication, acetarsol crystals can still be seen. 


THE FOLLOWING MEDICAMENTS ARE AVAILABLE}-~ 
PACKS Acetarsol - Lactic Acid - Sulphathiazole 
Single Sets containing 1 tube of medicated Odcestrone + Proflavine - Ichthammol 

jelly and 12 KYLON applicators (per Gentian Violet - Acetarsol Combination 


Also in HOSPITAL PACKS. active against Trichomonas and associated infections). 


pending 


When prescribing state medicament re: 
Permitted un 


quired, e.g., “1 Kylon Set (Acetarsol)”’. 
the N.H.S. 


Professional sample and descriptive booklet from Medical Department, 
KYLON LIMITED, EAGLE HOUSE, JERMYN STREET, LONDON, S.W.1. Telephone: WHtchall 8606 
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EXCERPTA MEDICA 
Ihe International Medical Abstract Service published in English and covering 
the whole field of Clinical and Experimental Medicine 


SECTION X 
CONTENTS 
All articles appearing in journals devoted to obstetrics, gynaecology and 
endocrinology (the latter where applicable) are abstracted. In addition to 
ibstracts of articles on the main subjects, abstracts on nursing and infant care, 
psychosomatic medicine, and on radiology and tuberculosis are included. 
Journal of Obstetrics and Gynecology 
“a The Excerpta Medica appear in faultless English 
Professor J]. P. Greenhill 
May I say that your Section X of Excerpta Medica is 
excellent and I therefore cannot offer any suggestions for tts 
m provement I heleve vou and your co-editors are doing a 
magnificent job 
The subscription rate is 43 15s. per vearly volume of 600 pages, including an index 
lassified both by author and subject Write for a prospectus or specimen copy 


Sole Distributors for Great Britain and the British Dominions: 


bk. & S LIVINGSTONE, LTD. 16-17, TEVIOT PLACE, EDINBURGH, 1. 


For professional use | For personal use 
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IN THE THEATRE AND IN THE SURGERY IN THE HOME FOR TOILET, BATH AND NURSERY 


WRIGHTS WRIGHTS 


COAL TAR LIQUID SURGICAL COAL TAR TOILET SOaP 


the country, soap, hich the edical and nursing 
find invaluable, justly merits being 

everyday ase to those u hose 

cern its abundant antiseptic 

st infection; its pure emollients 


tin supple and stimulated, 
LITERATURE AND PRICES ON REQUEST 


UMN EY 43-6 SUUTHWARK STREET LoNpown 6.8.1 
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Apathy or lifelessness are symptoms 
commonly observed in debility states, but 
despite clinical tests, the cause often remains 
obscure. These are the circumstances in which 
the possibility of conditioned B-avitaminosis 
may be considered. 

A preparation containing all the elements 
of the B-Complex as present in yeast 
extract, ‘ BepLex’ will speedily resolve doubts 
on the vitamin aetiology of symptoms, and 
restore any deficiencies that have arisen. 


‘Beplex’ 


Trade Mark 


ELIXIR: and CAPSULES 


JOHN WYETH & BROTHER LTD 
Clifton House, Euston Road, London, N.W.1 
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Are Vaginal Tampons 
Prejudicial to Health? 


An lnvestigation*® concerned with the bacteriology of vaginal flora following the 
use of internal tampons was undertaken at the request and with the co-operation 
of the visiting gynaecologists to a London women’s hospital. 


It is gratifying to find that this investigation confirms earlier work carried 
out in America and gives further support to the claim that Tampax can be 
confidently recommended as a convenient, comfortable and safe form of sanitary 


protection, 


. Tam pay tam pons were used in this investigation, 


EXTRACTS FROM THE REPORT 


Sinears and cultures taken before and after each period showed no appreciable 
change in the bacteral flora of the vagina 

None of the volunteers acquired monilia or trichomonal organisms during the 
period of study or developed erosions or vaginitis as a result of using the internal 

There was no aggravation of the condition or delay in healing following the use 
of tampons on the patients who had cervical erosions 


In each case the underlying cause responded to treatment, and did not recur, 
which proves that the internal tarypon does not act as an irritating foreign body.” 


The rate of healing compared favourably with four control cases in which the 


perineal pad was used 
The glycogen content was uninfluenced by the use of tampons.” 


Phere was no apprecuible alteration in the pH in the pre- and post-menstrual 


phases 


Volunteers who had not previously used tampons stated that they did not cause 
the crmtation usually found with the perineal pad.” 


There was no evidence that vaginal tampons are prejudicial to health.” 


British Medical Journal. 1, 24 (1952 


Literature and professional samples of Tampax will be sent on request to: 
MEDICAL DEPARTMENT, TAMPAX LTD., 110 JERMYN ST., LONDON, S.W.1 
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Safe arrival... 


As an obstetric analgesic, Pethidine is 


unequalled. It provides sustained action, 


does not harm mother or child, 


does not prolong labour or diminish 


effective co-operation by the 
mother and is simple to administer. 


B.W.& Co., first manufacturers 


in Great Britain to make Pethidine, 


issue it as ‘ Wellcome’ brand 


Injection and, for oral administration, as 


‘Tabloid’ brand compressed products. 


PETHIDINE ‘B.W.& CO.’ 


HYDROCHLORIDE 


ai. BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 
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Urolucosil 


A SULPHONAMIDE 


FREE FROM SIDE-EFFECTS 


One 


of the most valuable 
characteristics of Urolucosil 
is the remarkable absence 
of side-etlects noted with this 
sulphonamide. Such conditions as cyanosis, vomiting, 
acidosis, hypersensitivity, have yet to be reported ; it is 
most uncommon for there to be any upset of the blood 
picture or disturbance of the intestinal flora with l rolucosil. 
Because Urolucosil is a compound with the high solubility 
of 98°, at a pL of 7, it is unlikely that any blockage of the 
urinary passage by erystalline deposits will be caused ; 
no diminishing of urinary output eaused by such blockage 
bas in fact been reportee since Urolucosil was introduced 
to the medical profession in Great Britain. Finally, 
depression, which so often militates against the well-being of 
# patient, is virtually absent when Urolucosil is prescribed. 
| rolucosil is especially indicated in uncomplicated infections 
dove to Becoli and other organisms of the coliform group : 
acute cystitis, acute pyelitis, pyelitis of pregnancy : urinary 
tract infections in children: neurogenic bladder. 
Fach tablet of 0-16 cont 


2-sulphanil 


mido-5 methyl-L-thio-3; 4-di 


Urolucosil 


01G. tablets 
purchase tox 


NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIC 


WARNER and Power Road,tondon U4. 


q 

| 

| 

a 

7A { 

j | 

| 


Do not overlook 
the Psychological effect 
of a SPENCER Support 


During antepar- 
tum post- 
partum periods— 
and especially in 
early ambulation 
—a Spencer exerts 
an important 
psychologi- 
cal effect. A 
Spencer's gentle 
but effective sup- 
port increases the 
improve circulation, protects inner tissues, helps patient's con fi- 
prevent skin from breaking Guards against dence in her 
caking and abscessing after childbirth ability to “ stay on 
her feet” and 
Spencer Antepartum-Postpartum Support “ move about ”. 


A Spencer supports the breasts in position to 


Therapeutically, a Spencer Support helps to regain postural stability, helps replace organs 
in normal position, often relieves low-back pain. A Spencer offers protection to tissues 
affected by operative procedures without restricting natural muscle activity. 


A qualified scientifically trained Fitter furnishes us with a description of the patient's body 
and posture, and detailed measurements. Then, the support is individually designed, cut and 
made at our Manufactory at Banbury. Within a short time the patient’s support 
is delivered and adjusted by the Fitter. 


For further information write to : 
SPENCER (BANBURY) LTD. 
Consulting Manufacturers of 
SURGICAL AND ORTHOPAEDIC SUPPORTS 


Spencer House 3 Banbury s Oxfordshire 
Tel.: Banbury 2265 


BRANCH OFFICES AND FITTING CENTRES: 


MANCHESTER : 38a, King Street, 2 Tel: BLAckfriars 9075 
LIVERPOOL : 79, Church Street, 1 Tel: Royal 4o21 
LEEDS: Victoria Buildings, Park Cross Street, 1 (Opposite Town Hall steps) 

' Tel: Leeds 26586 


BRISTOL : 44a, Qaeens Road, 8 Tel: Bristol 24801 
GLASGOW : 86, St. Vincent Street, C.2 Tel: Central 3232 
EDINBURGH : 30a, George Street, 2 Tel: Edinburgh 25693 


Appliances supplied under the National Health Service 


Trained Retailer-Fitters resident throughout the Kingdom, name and address of 
nearest Fitter supplied on request 
Copyright 1.0.G. 4/52 


When the problem is 


HAEMORRHAGE 
or SHOCh 


‘PLASMOSAN 


trode mork 


polyvinylpyrrolidone solution 


»se of blood. 
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r clotting. 


SAN ' provide 


before biood transfu 


We shall be pie 


*PLASMOSAN 
is supplied in 
standard transfusion 
foctured by bottles of 540 


MAY & BAKER LTD aan 
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PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD DAGENHAM 
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WITH the passing of time certain diseases and 
complications associated with pregnancy be- 
come modified and assume greater or less 
importance. The risks from puerperal fever 
have been reduced; eclampsia is less common: 
transfusion services have lessened the death 
rate from loss of blood; and the advances 
in anaesthesia and operative technique in 
Caesarean section have made childbirth safer 
and easier than in the past. It is only natural. 
therefore, that conditions which previously had 
been less menacing should gain in importance, 
and one of them is toxaemic accidental 
haemorrhage. At the present time its risk is 
closely comparable with that of eclampsia, and 
considerably greater than either placenta praevia 
or non-convulsive pregnancy toxaemia. 


DEFINITION 

For our purpose we regard toxaemic acciden- 
tal haemorrhage as bleeding resulting from 
partial or complete, gradual or sudden, separa- 
tion of a placenta which is not praevia in a 
woman who is 28 weeks (or more) pregnant, 
and a catheter specimen of whose urine contains 
albumen either before or after the haemorrhage. 
Some degree of shock is usually present. Some- 
times hypertension and/or oedema may be 
noted although albumen is absent initially, but 
these cases are comparatively uncommon. 


Although the ume-honoured 28-weeks period 
of gestation is followed for hospital statistical 
purposes, the same syndrome may occur earlier 
and with fatal outcome. The definition of 
toxaemic accidental haemorrhage (abruptio) may 
vary slightly from one country or centre to 
another, but the above criteria have been applied 
to all cases in this review. 


OBseECTS OF THIS SUMMARY 


There are several reasons for publishing these 
comments : 


1. To attempt to establish the fact that many 
cases Classified as toxaemic accidental haemor- 
rhage are not necessarily of toxaemic origin. 


2. To show that, although so-called toxaemic 
antepartum haemorrhage is associated with 
toxaemia in about 72 per cent of all cases, about 
26 per cent are true (non-toxic) accidental 
haemorrhages. The small group in which 
trauma causes the placental separation belongs 
to these. Approximately 20 per cent occur in 
chronic hypertensive women. 


3. To show that the albuminuria found in 
many cases of accidental haemorrhage is 
secondary to shock, and that true toxaemia is 
commonly absent. 


4. To assess the value of antenatal care in the 
reduction of the complications and its severity. 
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5. To outline improvements in treatment in 
what I have described as Phases I and II of these 
cases, and how these can be applied to reduce the 
foetal and maternal mortality rates. 


Incidence 

Figures from elsewhere may differ, but ours 
show that the incidence of toxaemic accidental 
haemorrhage (calculated against 90,086 intern 
cases during the several Masterships since 1919) 
has remained remarkably constant (see Table I) 
despite an increase in antenatal attendance in 
this type of case from about 8 to 57 per cent (see 
fables and II). 
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the condition suggests that toxaemia is not a 
universal cause. 


PARITY AND AGi 
All textbooks agree that so-called toxaemic 
antepartum haemorrhage is commonest in 
multiparae. In my series the order of frequency 
of distribution according to parity was: 


8 paras 


There were 4 cases in 10 paras or over, 22 was 
the greatest parity, and 6.42 the average. 


| 
Toxaemic Accidental Haemorrhage 


Total 
number 
of cases 


Total 


Mastership deliveries 


65 
167 
176 
147 
100 


12,670 
15,167 
20,550 
26,195 
15,928 


FitzGibbon 
Solomons 
Davidson 
Falkiner 
Browne 

(4 years) 


Careful examination of Tables 1 and II also 
shows that the overall maternal and foetal loss 
in cases of varying severity has not improved 
despite the increase in antenatal care and the 
gradual tendency towards the immediate ad- 
mission of all these cases to hospital, as is the 
present-day practice in placenta praevia. 


Tasce Il 


Antenatal Care in Toxaemic Accidental Haemorrhage 


Percentage of toxaemic accidental 
haemorrhage cases who received 


Mastership antenatal care 


FitzGibbon Insufficient data 
Solomons 

Davidson 

Falkiner 


Browne 


The inference which can be drawn from these 
facts will be discussed later, but the fact that 
earlier and more thorough prenatal care has 
reduced neither the frequency nor the severity of 


Foetal loss 
excluding 
NND's 
(per cent) 


7.6 70.6 
4.19 70.7 
85.3 
6.1 78.2 
7.0 77.5 


Incidence 
against total 
pregnancies 
(per cent) 


Maternal 
deaths 
(per cent) 


The average age was 34.3 years, and arranged 
according to the above parity groups this shows 
that the 


8 paras averaged 32 years 
4 26 


These points are probably of little importance. 

A greater incidence of placental separation 
must be expected in multiparae. The greater 
incidence of placental separation in multiparae 
is an argument against accidental haemorrhage 
being predominantly of toxaemic origin, for 
toxaemia is less frequent in this group than 
amongst the primigravidae. There is little of 
interest in the average age grouping; it closely 
follows the parity, and there was no difference in 
the true and toxaemic groups. 


Period of Gestation 
For our yearly clinical reports only those cases 
in which the gestation has lasted 28 or more 


' 

~ 3 3 
a 0.5 
0.98 
| 08 

a | 
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weeks are considered, but, in the 100 cases under 
review, 6 of earlier date have been included. In 
the 100 cases the average time of the accident was 
at the 34th to 35th week; a few women over- 
carried by one or two weeks; the earliest at 
which the full clinical picture was noted was at 
the 18th week (1 case), and others occurred at 
the 20th (1), the 23rd (1), the 26th (3) weeks. 


Foetal Loss 

The maturity of the baby is intimately con- 
nected with the gross foetal mortality rate 
(deadbirths plus neonatal deaths after the 28th 
week), but the period in weeks at which acci- 
dental haemorrhage happens does not affect the 
deadbirth rate. 

Accurate figures of gross foetal loss are not 
available from 1919, but those in Table I show 
that the deadbirth rate of 75 per cent, as judged 
over all grades (mild to severe) of toxaemic 
accidental haemorrhage, has not improved. 

The nature of the placental separation in 
accidental haemorrhage as compared with that 
in placenta praevia, and the fact that the placenta 
is usually healthy in the latter but diseased or 
degenerated to some extent in the former, readily 
explains the persistent and appallingly high loss 
of foetal life in the accidental haemorrhages. If 
this is to be reduced a new approach to the 
problem is needed, and our views on the catas- 
trophe must be altered. Unless we know how 
to detect the minor degrees of placental damage 
and/or its slight and early separation (Phase I), 
or possess some therapeutic weapon now un- 
known, the foetal loss cannot be reduced. In 
order to anticipate intra-uterine death careful 
and incessant prenatal observation in hospital 
is required in all suspect cases, and we must be 
prepared to perform Caesarean section in the 
early phase of partial placental separation which 
is seldom recognized to-day. 

If we compare the deadbirth rate in the so- 
called toxaemic against that in the true (non- 
toxaemic) group we find that in the latter this 
was 21 per cent whereas in the so-called toxae- 
mic group it was 82 per cent. If the so-called 
toxaemic group were really of toxaemic origin 
some improvement might be expected from 
antenatal care, but, in fact, the deadbirth rate in 
the unbooked cases was 77 per cent and in those 
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who received prenatal care 81 per cent. This 
difference may be of no significance, for in a 
few cases the antenatal care was only to the ex- 
tent of one visit or the woman’s attendance was 
faulty, but it at least suggests that toxaemia is 
not the sole cause of the placental damage and 
ultimate catastrophe. 

The efficacy of antenatal care in the preven- 
tion of deadbirth in the true (non-toxic) acci- 
dental haemorrhages may also be questioned; 
deadbirths occurred in 25 per cent in the un- 
booked group and in 18 per cent in the other. 
This suggests that, although true accidental 
separation of the placenta is not preventable by 
antenatal care, the genuinely toxaemic origin 
may be eliminated in many and its absence 
lessens the risk to the foetus. 

Weare, therefore, unable to forecast accurately 
those cases of likely placental separation in either 
the toxaemic or true groups (in this series 6 
began while the women were at rest in bed in 
the hospital), but it is common knowledge that 
toxaemia with resultant hypertension, or 
chronic hypertension with superimposed 
toxaemia, increases the risk of this accident. 
Little information is obtained from textbooks 
as to the distribution of these different combina- 
tions, and for this reason the 100 cases of so- 
called toxaemic accidental haemorrhage were 
carefully scrutinized at the time and followed up 
later in the hope of answering this problem. 
Further clinical notes should concentrate upon 
the conditions present in the placentae from 
such cases and upon an accurate forecast of its 
state while the case is current and the foetus 
alive, for the decision on clinical intervention 
with termination of pregnancy, or further con- 
servative treatment to better viability, must be 
based upon this judgement. 


Taste Ila 

Distribution of the Different Types of Cases 
Chronic hypertension with shock . 
Recurrent toxaemia with shock 
Toxaemia (definite) with shock (1 with eclampsia) 
Toxaemia with chronic hypertension and shock 
Toxaemia with chronic owneas (no shock) 
Toxaemia only (1 with eclampsia) .. 
Possible toxaemia (with shock) By: 
Possible toxaemia, with definite chronic hhyper- 

tension and shock . “a 
True accidental haemorrhage with shock 


= 
| 
| 
i 
3 
24 
1 
6 
21 
9 
26 
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As far as we can determine the distribution of 
clinical factors in the 100 so-called toxaemic 
accidental haemorrhages is as shown in 
Table Ila. 

There was no case of chronic nephrius. 

Ihe maternal deaths in these groups were as 
shown in Table IIL. 
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it is, of course, impossible to state how many 
of the originally unbooked cases finally dis- 
covered to be unexpected mild chronic hyper- 
tensives had similar trouble before the accidental 
haemorrhage, or how many with final mild 
chronic hypertension acquired this as a residual 
lesion from the toxaemia or shock. We have 


Taste 
Maternal Deaths in the Different Groups 


Type of case 


Possible toxaemma (with shock) 

Definite toxaemia (with shock) 

Possible toxaemia with definite chronic hypertension 
(with shock) ; 

True accidental haemorrhage (with shock) 


Thus shock in varying degrees was present in 
all, toxuemia (either definite or probable) in 6 
of the 7 fatalities, and chronic hypertension was 
associated with 2 deaths. Beyond the fact that 
antenatal care does not seem to have been help- 
ful, and that the development of shock upon 
toxaemia is a most dangerous event, no con- 
clusions are possible. The greatest risk appears 
to be in the toxaemia/ shock /chronic-hyperten- 
sion group (9 cases; 2 deaths). 


Follow-up 

The 93 women who survived were requested 
by letter to report for a check-up on their 
present health, and the majority attended. The 
necessary details of some cases were obtained 
from the patient’s usual doctor when transport 
or other difficulties made a personal visit im- 
possible. 

This follow-up was planned to check the 
accuracy Of the original assessment of the 
nature of the case (i.e. whether the original 
opinion formed during the acute stage of the 
illness and the final findings before discharge 
from hospital was correct regarding the presence 
or absence of chronic hypertension). As far as 
we can judge, our error has been small (less than 
5 per cent); this figure refers to the greater 
number of women who were originally regarded 
as purely toxaemic but were finally found to 
have varying degrees of chronic hypertension 
two or more months after delivery. 


Antenatal! 
care 


Number of 
cases 


21 No 
24 No 


Deaihs 


4 Yes 
26 Yes 


accepted blood-pressures of 140/90 mm.Hg, 
or over when at rest as indicative of hyperten- 
sion. Neither blood-pressure readings, nor 
examination of the eye-grounds, nor careful 
cardiovascular investigation some months after 
delivery, have helped to distinguish the 
genuinely toxaemic accidental haemorrhages 
from those of the so-called toxaemic and true 
groups in which the albuminuria has been 
secondary to shock. 

The deadbirths according to the type of case 
(all degrees of severity) and antenatal care 
were as shown in Table IV. 

From these data it again seems that present- 
day antenatal care offers little safeguard against 
any form of accidental haemorrhage. Our 
present prenatal routine is probably defective; 
certainly greater vigilance with earlier care and 
hospitalization is required, hoping to recognize 
the earlier accidental haemorrhages and prevent 
the occurrence of shock. In the Rotunda this is 
now accepted, but we must await results before 
passing final judgement. 

We are convinced that only the least possible, 
and that the most highly skilled and gentlest, 
palpation of the abdomen should be permitted 
in toxaemic cases, and that hospitalization con- 
fers an additional safeguard as there is no 
coitus. We have no means of preventing possible 
placental injury from foetal movements. 
Routine prophylactic version for breech or other 
malposition carries a slight risk even in normal 
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TasLe IV 
Dead Births and Antenatal Care in Different Groups 


Chronic hypertension + shock ... 

Recurrent toxaemia + shock ... 

Toxaemia + shock (1 eclamptic) 

Toxaemia + chronic hypertension, no shock 
Toxaemia + chronic hypertension + shock 
Toxaemia only (1 eclamptic) 

Possible toxaemia + shock 
Possible toxaemia + chronic hypertension + shock 
True accidental haemorrhage + shock .. 


cases; it should be omitted regardless of the 
likely position of the placenta in toxaemic 
women and in those who have shown slight 
vaginal bleeding at any time during pregnancy. 
Constant bi-daily recordings of the blood-pres- 
sure, urine Output and albumen content are 
essential, and any irregularity of the foetal heart 
or undue activity of the uterus in the absence of 
labour, should be viewed with grave concern. 

I refer to this foetal heart irregularity without 
gross maternal upset as the early stage, or 
Phase I, of accidental haemorrhage. At the 
present time these points do not receive adequate 
consideration here, and it is only in retrospect 
that we have become aware that the opportunity 
of obtaining a live child has been neglected. A 
typical case history (P.C.7684) illustrates this 
point: 

A booked healthy primigravida, aged 27 years, who 
had regularly attended the antenatal clinic from the 
20th week of her pregnancy (8 visits), and whose last 
visit there was on 19th September, 1951, was admitted 
on 23rd September, 1951, at 0200 hours. There was no 
albumen in her urine before admission when her 
blood-pressure was 125/90. Her antenatal history 
excluded hypertension or toxaemia. 

On admission on September 23rd, at 0210 hours. 
there was some slight vaginal bleeding; her tempera- 
ture was 97.6°F., her pulse 100 per minute, and a 
catheter spegimen of urine contained a faint trace of 
albumen. On palpation the uterus was slightly tense 
but not tender; the head was fixed, and there was doubt 
as to whether the loss was excessive show with early 
labour. The foetal heart was heard. 

Between 0210 and 0430 hours her condition 
deteriorated, the vaginal loss continued, and the foetal 
heart became indistinct. No foetal heart could be 
heard at 0430 hours. The urinary output during the 


Antenatal care 
With 


Cases Without 


Dead births 


3 
w | 
a 


same period was only half an ounce, and the 
albuminuria had increased, The membranes were 
punctured through a tight 2-finger os at 0610 hours, 
following a 1-pint blood transfusion, and at delivery 
at 0920 hours there was more than 1 pint of old dark 
blood-clot with the placenta. During the next 7 hours 
there was only | ounce of urine, mostly blood, but the 
shock did not deepen and her general condition 
condition improved steadily until recovery was com- 
plete. 


In this non-toxaemic case there was a definite 
though comparatively brief Phase I during 
which there were warning signs of impending 
disaster. Caesarean section between 0210 and 
0400 hours would probably have obtained a live 
child and avoided the occurrence of shock and 
kidney disturbance. It is particularly un- 
fortunate, too, that this baby was lost, for the 
woman had been married for 4 years and had 
been treated in our sterility clinic. Her case 
is an example of the inability of antenatal care 
and our present routine when the patient is in 
hospital to safeguard against such an accident, 
and of the possibilities open to the earlier use 
of Caesarean section. 


The Degree of Placental Separation 

We have no reliable clinical criteria to indi- 
cate how much placenta has separated or is 
damaged unless this is sufficient to produce the 
well-known grave constitutional upset in the 
mother or kill the foetus in utero. Gross and 
sudden abruptio or ablatio placentae (Phase IT) 
is accompanied by shock, and almost 100 per 
cent incidence of intra-uterine death of the foetus, 
and a maternal mortality risk of about 10 per 
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cent, in many cases there are warning signs and 
symptoms (Phase I) for some hours, some days 

or even over a period of a week or more— 
before the major accident happens. Crampy 
abdominal pains, occasional slight vaginal losses 
of blood, irregularity of the foetal heart, transient 
albuminuria, and abnormal fluctuations of 
blood-pressure are common, and slight tempor- 
ary shock sometimes occurs, 


The Type of Accidental Haemorrhage 

The concealed, revealed and combined types 
of accidental haemorrhage are well described 
in most textbooks, and sound conclusions are 
given as to which is the more dangerous, but it 
is wrong to consider blood-loss as the only or 
chief cause of death. In our series these varieties 
were distributed as follows: 


Taste V 
Maternal Deaths in the Different Types 


Number 
of cases 


Maternal 
deaths 

Combined 88 

Revealed 1 

Concealed 3 

Unknown distribution x 


In the 88 combined accidental haemorrhages 
there were: 

Cases with prenatal care 
Live births: 4 
Deadbirths: 33 

Cases without prenatal care ne 
Live births: 5 
Deadbirths: 46 

It appears from these figures also that at 
present luck rather than prenatal care governs 
the fate of the infant. The live-birth rate in the 
combined haemorrhages was 11 per cent in the 
group with prenatal care, and 10 per cent in the 
unbooked cases. Even in the 6 women in whom 
placental (Phase I) separation occurred during 
the period of observation in hospital there were 
2 deadbirths and 1 maternal death (M.C. 
7/3/48). 

The explanation of the high proportion of 
combined haemorrhages (usually Phase II) is 
that the bleeding, initially concealed, has time 
(average 6 hours) to appear externally before the 
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woman is admitted. The average blood-loss in 
the combined group was 2 pints (13 pints inter- 
nal), and the average delay from the time of the 
initial concealed haemorrhage until admission 
was 4 hours. 


Clinical Factors of Importance 

It is necessary to consider the various clinical 
findings to arrive at some idea as to how much 
importance should be attached to them, either 
individually or collectively. By the time most 
cases are first seen they are in Phase II, with 
shock of varying degree, and the foetus is dead; 
when this has happened our treatment neces- 
sarily depends upon the judgement of the case 
as it appears at the moment. 


The Onset of Labour 

It is often difficult to fix the exact time of the 
onset of labour, and it is a common mistake to 
confuse the crampy pains in Phase I (those due 
to the occurrence of small placental separations 
with concealed bleedings and increased intra- 
uterine tension) or Phase II (when abruptio has 
occurred) with true labour pains. The only exact 
method of estimating whether labour is present 
or not is by noting the condition of the cervix 
by vaginal examination. We found that, in 95 
women, 24 were in labour on admission, and 
15 babies were deadborn (61 per cent); 69 were 
not in labour on admission, and 62 babies were 
deadborn (90 per cent). In 2 cases no note was 
available regarding the presence or absence of 
labour. 

The 90 per cent incidence of deadbirths in the 
group without labour, and the fact that the 7 
maternal deaths in the entire series occurred in 
those who were not in labour on admission, 
suggests that the absence of labour, or the 
inability to induce it, is indicative of the 
seriousness of the case. More follows on this 
subject in the next paragraph, and in comments 
elsewhere. 


The Lapse 6f Time Between Placental separa- 
tion and the Institution of Active Treat- 
ment 

In the 7 fatal cases the average loss of time 
between the initial placental separation—as 
judged from the presence of crampy abdominal 
pains and the condition of the cervix—and the 
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- commencement of active treatment was 8} 
hours; the greatest delay was 36 hours and the 
least 54 hours. If the 36-hour-delay case is 
Omitted as a random incident, the average time 
lapse is the same as in the non-fatal cases (6 
hours approximately). During this 6 or more 
hours delay period the characteristic signs and 
symptoms of Phase II become established, 
sometimes quickly, sometimes more slowly, 
and what we term irreversible shock may have 
developed. In the fatal cases the further delay 
before and during labour (94 hours) gives further 
opportunity for shock damage to increase. 

One of the 7 fatal cases was in hospital at 
the time the haemorrhage occurred (M.C., 
7/3/48). It is possible that several deaths 
would have been avoided had appropriate 
treatment been given in good time, but even if 
all cases of so-called toxaemic accidental hae- 
morrhage were under observation in hospital 
when the partial (Phase I) or complete (Phase IT) 
placental separation occurred some maternal 
deaths would still occur. The foetal loss would 
be reduced but still remain high, for in the more 
severe cases the initial separation usually coin- 
cides with intra-uterine death. Our only hope 
of saving the baby lies in detection of the early, 
partial separations which are now overlooked. 

Foetal death coincides with the initial bleed- 
ing in 54 cases; was delayed for 4 to 5 hours in 
some; in others the exact time was unknown: 
and in a few mild cases the foetus survived. In 
immediate or delayed total separation or 
abruptio the foetal loss is 100 per cent, regard- 
less of the presence or otherwise of toxaemia or 
chronic hypertension. 


The Assessment of Shock 

Shock develops more rapidly in some cases 
than in others; it is vitally important to assess 
its degree and, if it is increasing, the rapidity 
with which this is taking place. There does not 
appear to be any obvious relationship between 
the amount of blood shed and the degree or 
rapidity of increase of shock. In anaemic 
women haemorrhage with shock is more serious. 


Blood-pressure 

Here we have an excellent and easily obtained 
means of estimating the general condition in 
Phases I and II, but it must be remembered that 
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in about 20 per cent of all cases of so-called 
toxaemic accidental haemorrhage some degree 
of chronic hypertension pre-exists. Thus a 
blood-pressure of 120/80 or thereabouts may be 
misleading, for it suggests there is little, if any, 
shock. If this woman’s average blood-pressure 
was 160/110 beforehand, the drop to 120/80 
would be just as serious as a fall to 70/45 in a 
woman whose normal blood-pressure had been 
120/80. This statement may be challenged on 
theoretical grounds, but it is true clinically. We 
seldom have full previous knowledge of the case; 
if we do know that there was hypertension 
beforehand we may be unable to decide whether 
the hypertension is permanent or the result of 
toxaemia. It is sometimes impossible to decide 
on the presence or absence of chronic hyper- 
tension until the final check-up 2 to 3 months 
later. 

Despite these difficulties the blood-pressure is 
a valuable guide in the conduct of a case, and 
in Phase II, especially, a persistently falling 
blood-pressure is very serious. It is usually 
associated with a progressively rising pulse-rate, 
a falling pulse-pressure, and approximation of 
systolic and diastolic readings; these findings 
reflect myocardial involvement with flagging 
circulation, deepening shock, increasing tissue 
anoxia, and the establishment of what are 
described as irreversible changes in the kidneys 
and elsewhere. Our experience has been that 
labour rarely sets in when the blood-pressure is 
80/60 mm.Hg or less, and that efforts to induce 
labour at this level are not only futile but harm- 
ful. Alternatively, response to treatment is 
estimated with greater accuracy if blood-pres- 
sure variations are recorded half-hourly; a 
general upward trend is favourable provided it 
is sustained. When under treatment, if a down- 
ward curve develops following improvement, or 
if the blood-pressure does not show a rise, the 
outlook is poor. 

It is not generally appreciated that the blood- 
pressure often fluctuates markedly in a short 
space of time in genuine and so-called toxaemic 
cases. What matters is the general trend of 
events, and to establish this constant detailed 
observation is required. Delay in some cases 
means disaster; in other inopportune, even 
though slight, manipulation (e.g. puncture of 
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the membranes) is fatal. Blind faith in the 
blood-pressure trend is worthless; the general 
picture must be carefully and frequently weighed 
in critical cases. 

In our series we estimated the degree of shock 
in Phase II by the general signs and symptoms 
and blood-pressure standards. The average 
blood-pressure following restorative treatment 
was 128/65, and the average one hour after 
delivery and discharge on the 8th to 10th puer- 
peral day 124/72. By this means of evaluation 
there was no shock in 24, slight shock in 18, 
moderate shock in 44, and severe shock in 14 
cases. Twenty-four women were in labour on 
admission, 69 were not in labour, | was imme- 
diately postpartum from our district, and no 
information was noted in 1 case. More follows 
later regarding those cases in which labour fails 
to set in spontaneously or following puncture of 
the membranes and restorative treatment. 


VOedema 

Many dispute the value of oedema as an early 
sign of pregnancy toxaemia, but we believe 
abnormal weight gain in pregnancy is indicative 
of early toxaemia and that it is due to occult 
oedema. Toxaemia may develop rapidly with- 
out water retention, and clinically demonstrable 
oedema may never appear; oedema is uncommon 
in the genuine chronic hypertensive case and in 
women with chronic hypertension and only slight 
and slowly increasing toxaemia, but it is usual 
in the more severe and sudden toxaemics who 
may, or may not, suffer from chronic hyperten- 
sion 

In our cases no oedema was demonstrable 
in 53; it was slight in 26, moderate in 15, and 
massive in Only 3. Beyond the fact that the 
presence of oedema followed the same pattern 
as mentioned above it bore no evident relation- 
ship to the other signs and symptoms. 

The presence of oedema indicates deficient 
water excretion. Oedema is harmful, probably 
because it favours tissue anoxia with disordered 
tissue metabolism and encourages further cell 
damage. Oedema may not be evident in the 
early stages of toxaemic accidental haemor- 
rhage, but some appears subsequent to the 
advent of shock and renal damage, especially 
when several pints of glucose-saline have been 
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given to restore the blood-volume. We are con- 
vinced that to give fluids (especially those con- 
taining sodium) to oedematous women, or to 
those with so-called toxaemic accidental 
haemorrhage, is harmful; if blood is not avail- 
able the fluid loss should be replaced by 20 per 
cent pure dextrose or by plasma. Unless the 
output of urine is satisfactory these cases should 
be regarded as already suffering from renal 
damage and should be treated from the outset 
as for bilateral renal cortical necrosis or lower 
nephron nephrosis (the American “ acute renal 
failure 


Albuminuria 

The presence of genuine albuminuria (pus, 
etc., excluded) in the urine is a sine qua 
non of either the genuine or the so-called 
toxaemic accidental haemorrhage, and it is 
because albuminuria is so easily detected and so 
commonly present in both non-haemorrhagic 
pregnancy toxaemia and in accidental haemor- 
rhage that most accidental haemorrhages are 
considered of “ toxaemic ” origin. In our series 
72 had evidence of toxaemia, but the remainder 
showed initially neither albuminuria nor other 
signs of toxaemia. Although albumen may be 
absent before the haemorrhage it is commonly 
present after it as a result of shock with renal 
anoxia; it usually disappears 24 to 36 hours after 
delivery. 

We do not estimate the albumen content by 
Esbach’s or other accurate quantitative means, 
but distinguish between the degrees of albumen 
evident from nil to solid by inspection following 
boiling and adding acetic acid. 

The results may be summarized as follows : 


VI 
Albumen Clearance 


Twenty-four hours 


Before delivery ifter delivery 


Solid albumen 6 Solid albumen 2 
Abundant albumen 36 Abundant albumen 9 
Present albumen 20 Present albumen 6 
Trace albumen 4 Trace albumen 37 
Nil albumen 4 Nil albumen 45 
Unknown albumen 1 Unknown albumen 1 


that the albuminuria 
most cases and this. 


These figures show 
disappears rapidly in 
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presumably, is a reasonably accurate indication 
of what degree of damage has taken place in the 
kidney as the result of arterial spasm or hyper- 
tonus. The disappearance of albuminuria is 
further illustrated thus : 


TaBLe Via 
Albumen Clearance 


Degree twenty-four 
hours after delivery 


2 abundant 
4 trace 


36 abundant 4 abundant 
5 present 
13 trace 
15 trace 
12 nil 


33 trace 2 abundant 
11 trace 
20 nil 
The remainder were not noted 


Degree before 


delivery 


6 solid 


The degree and persistence of genuine albu- 
minuria is intimately linked with the kidney 
damage, the blood-pressure and the urinary 
output. The average delay before the normal 
output of urine is restored is 22 hours; the 
average time for the disappearance of albumen 
is longer (32 hours), but this delay is probably 
partly due to frequent catheterization during the 
acute stage of the illness. 

The albuminuria and urinary output are 
correlated, and both are connected with the 
shock, the blood-pressure disturbance, and the 
renal damage: the lapse of time from the first 
bleeding to admission to hospital apparently 
bears no constant relationship to either. 


VII 
The average Output of Urine per 24 Hours 


Lapse of time 

from first hae- 

Degree of morrhage to 

shock admission to 
hospital 


Output 

before 

delivery 
(ounces) 


Severe 9 6 30 
Moderate 64 20 37 
Slight 4 10 40 
Nil Rt 27 35 


Output 
after 
delivery 
(ounces) 


Although there is no constant relationship 
between the lapse of time following the initial 


lol 


haemorrhage and the reduction of the urmary 
output and albuminuria before and after delivery, 
both the latter are commonly in direct propor- 
tion to the degree and duration of shock. It does 
not appear that the more profound the shock the 
greater the renal damage, nor is the degree of 
shock in proportion to the amount of bleeding. 
Women react differently, both in their original 
response and in the length of time required for 
renal recovery, to concealed or combined acci- 
dental haemorrhages. No clue as to the varia- 
tions in reaction are evident according to 
whether they are chronic hypertensives, true 
toxaemics, or chronic hypertensives with super- 
added toxaemia, but we believe shock and 
toxaemia are very closely related to one another 
and probably have an almost identical origin. 
Too little attention is paid to-day to the 
urinary Output during the vitally important first 
hours (Phases I and II) in the course of a case 
of accidental haemorrhage. Renal cortical 
necrosis, or lower nephron nephrosis, or 
pituitary damage (we have not had a pituitary 
necrosis death), develop from shock, and may 
claim victims some days after the initial acci- 
dent; formerly, with different conservative 
treatment, the deaths occurred sooner and the 
risks of delayed renal damage were not appreci- 
ated. The urinary output and albuminuria 
should be estimated at least hourly during the 
Phase II shock prior to delivery, and further 
treatment must be based upon the response to 
conservative and restorative measures. 


Pulse, Temperature, Respiration, and Mental 
State 
Little benefit results from temperature record- 
ings at any stage beyond further confirmation 
of the fact that it is, as would be expected, 
subnormal in the presence of shock. The pulse- 
rate and its volume, and the respiratory rate, are 
much more important guides for they maintain 
adequate circulation of properly oxygenated 
lood; a rising pulse-rate with shallow but 
increased respirations and a falling trend in 
blood-pressure in Phase II (especially when the 
systolic and diastolic pressures approximate) 
are indicative of disaster. 
Little can be said about the mental state in 
either stage except that it reflects the degree of 
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pain, shock and anoxia. When morphine has 
been given the pain and anxiety are considerably 
relieved. In shock the intravenous is preferable 
to the hypodermic route as its action is thus 
certain and rapid, and we are satisfied that 
morphine is important in the treatment of shock. 
Its value in the prevention of further bleeding in 
these cases is doubtful, especially as the con- 
cealed and combined toxaemic accidental 
haemorrhages show little tendency to renewed 
bleeding after the initial haemorrhage. 


Laboratory Tests 

We received no assistance from blood-urea, 
total protein or other tests during the ante- 
partum and intrapartum periods, but a rising 
blood-urea was constant in the postpartum cases 
with bilateral renal damage. 


Retinal Findings 

Examination of the ocular fundi were not 
carried out in the acute phase of the case, but 
such women as have reported for our follow-up 
have not had anything unexpected in their eye- 
grounds. 


Treatment 

During the past 50 years there have been 
various fashions in the treatment of Phase II 
toxaemic accidental haemorrhage, but little 
attenuon has been paid to the possibility of 
saving foetal life and preventing the develop- 
ment of shock by early intervention. The older 
method of rapid delivery (accouchement 
forcé) was tried and abandoned; plugging the 
vagina with damp pledgets of cotton wool en- 
joyed its vogue, but was superseded by the more 
conservauive puncture of the membranes follow- 
ing preliminary restorative measures with mor- 
phine, the use of pituitrin or pitocin, and sub- 
cutaneous fluids. In this FitzGibbon pioneered; 
in the earlier period of vaginal plugging 
Tweedy knew that rapid delivery was giving bad 
results. 

From time to time delivery has _ been 
occasionally by Caesarean section but, as in the 
toxaemias and eclampsia, the operation was 
associated with such poor results that it was 
used only sporadically and as a last and des- 
perate measure. 

It would occupy too much space to detail the 


gradual evolution of treatment. Tweedy claimed 
that by his vaginal tampon he could kink the 
uterine vessels, thus preventing further intra- 
uterine bleeding, and also induce labour. Later 
he satisfied himself that elective classical 
Caesarean delivery, without hysterectomy, was 
free from the danger of postpartum bleeding, 
even if the uterus was Couvelaire, and he evolved 
his ideas on the production of shock from the 
absorption of some factor from locked-up 
eMravasated blood within the uterus or else- 
where. This he called “ Haemorrhagic Shock.” 

FitzGibbon rightly regarded plugging the 
vagina as a shock-producing procedure, and 
strongly advocated preliminary anti-shock 
therapy by warmth, salines, and morphia 
followed later by puncture of the membranes to 
induce labour. 

We believe FitzGibbon was correct in con- 
cluding that bleeding did not continue in utero 
after the initial haemorrhage had become 
stabilized by increased intra-uterine tension, 
and we support Tweedy’s view that the risk of 
postpartum loss is negligible and agree that 
there is truth in his views on haemorrhagic 
shock. 

Thus, through successive masterships, non- 
recognition of Phase I and strongly conservative 
treatment in Phase II has been the general 
practice at the Rotunda, generally supple- 
mented in Phase II (as intravenous therapy 
supplanted subcutaneous and rectal fluids) by 
the administration of fluids and blood. 

Owing to local difficulties in blood tans- 
fusions services my predecessors and I have 
been late in adopting it in any but extreme cases: 
even in these, until recently, blood transfusion 
has been used too late and inadequately. 

The policy of non-transfusion of blood was 
continued during the first 34 years of my 
mastership; we now transfuse all toxaemic 
accidental haemorrhages giving 3 pints of blood 
at the earliest possible moment, and the trans- 
fusion is begun (when possible) in the woman’s 
own home prior to (and during) the period of 
transport and admission to hospital. The 
amount of 3 pints has been fixed as the 
maximum for immediate replacement of loss, 
for the average total loss (1.4 concealed: 0.6 pints 
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revealed) is thus counteracted without the fear 
of overloading the heart and any chronic 
anaemia lessened. In very anaemic women 
more blood may be given, but the final pint or 
more should be introduced very slowly. 

We can now review the overall picture of the 
treatments for Phases I and II under several 
broad headings. 


Puncture of the Membranes 

There are two accepted reasons for punctur- 
ing the membranes in Phase II accidental 
accidental haemorrhage: 

(1) When labour is induced the uterus is 

emptied of its probably toxic contents. 

(2) This evacuation allows some shutting 

down of the uterine muscle network, and 
we hope that this will (a) lessen the fresh 
bleeding and (b) restrict the entry of 
altered blood into the general circula- 
tion through the uterine venous channels. 

Fortunately the response to artificial rupture 
of the membranes in Phase II is usually good; 
labour begins on an average 4 hours after the 
operation, the labour is rapid (average 3 hours), 
and the placenta is delivered quickly and with- 
out incident as it has already separated. In 
some women the onset of labour is delayed or 
absent following puncture of the membranes: 
these are the most serious cases, and it is in this 
group that Caesarean delivery has been used in 
desperation. 

Analysis shows that one postpartum case was 
admitted and survived; the 29 women who were 
admitted in labour recovered: 70 were not in 
labour on admission and the 7 deaths were in 
this group. Shock was severe in 5 and moderate 
in 2 of these fatalities. 

The presence and degree of shock in the two 
groups was as follows (Table VIII). 
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Severe shock was commoner in those not in 
labour, and this suggests either the inability of 
the uterus to react normally, or greater delay 
in the onset of labour. It also raises the question 
of the propriety of puncturing the membranes in 
cases where shock is severe even though it has 
been lessened beforehand by transfusion and 
other treatment; the delay of the onset of labour 
is greater than average in these cases, and 
further time is thus allowed for the development 
of renal damage. 

In regard to our second objective, namely the 
limitation of entry of altered blood into the 
woman’s circulation through the open venous 
channels of the basal decidual area, we can only 
guess that this control may be exercised to some 
extent. Any control achieved before, or 
immediately following, delivery must be small; 
if the prevention of entry of shock-producing 
substances is to be of value this should be as 
complete and early as possible; if this is to be 
obtained Caesarean delivery is indicated rather 
than puncture of the membranes with its indefi- 
nite delay. 

Puncture of the membranes following restora- 
tive has been used in the Rotunda routinely since 
1919 in severe or moderately severe toxaemic 
accidental haemorrhages when labour did not 
set in naturally, and sometimes Caesarean de- 
livery was used later. In most of my cases we 
followed this policy. Table IX illustrates the 
results, but it must be remembered that the 
non-puncture-of-membranes group _ includes 
mostly the mild cases. 


The total foetal loss of 78 per cent (84) shown 
in the above table includes 6 neonatal deaths 
which are omitted in Table I. Fifty-five babies 
(almost 100 per cent) were lost in the 56 more 
severe Phase II toxaemic accidental haemorrha- 


Tasie VIII 
The Relation of Shock and Labour 


In (29 cases) 


Number 
of cases 


Degree of 
shock 


Nil 10 
Slight 10 
Moderate x 
Severe 1 


Equiva- 


lent 
24 Nil 


24 
20 
2 


. Not in labour (70 casesi) 
Degree of 
Shock 


Slight 
Moderate 
Severe 


| 
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LX 
with Puncture of Membranes in the 
Degrees of Shock 


Result 


Various 


Foeta! 
loss 


Number 


of cases 


Maternal! 
deaths 


Degree of 
shock 


Severe ll 


Moderate 

Slight ( 15 
Nil 2 

5 55 


Results Without Puncture of Membranes in the 


Various Degrees of Shock 


Degree of 
shock 


Number 


of cases 


Foetal 
loss 


Maternal 
deaths 


Severe 2 ! 0 
Moderate 18 1s 
Slight 13 0 
Nil 14 0 


Torats 44 2 29 


ges whose membranes were punctured; in the 44 
milder cases of non-puncture-of-the-membranes 
group (mixed Phases I and II) the gross foetal 
loss was 29 (66 per cent). This is as might be 
expected. It would be wrong to attribute the 
higher foetal and maternal loss to the act of 
puncture of the membranes rather than to the 
shock following the more extensive 
placental separation, the retroplacental clot with 
altered blood, and the (presumably) subjacent 
The latter injury is probably 
of greater significance in the production of shock 
than is recognized 


ureater 


decidual damage 


Iwo women (both in Phase II) died whose 
membranes were not punctured. One woman 
(Rh-negauive with antibodies) died undelivered, 


TABLE 
Section and Caesarean Hysterectomy 


aesarean 


Result 


( aesarean 


Master section only 


bitzGibbon 
Solomons 

Davidson 4 
Falkiner 14 
Browne * 


°M 


delive 


up-to-date figures (7/4 $2) in 
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having been admitted severely shocked and 
profoundly toxaemic. The second fatality, 44 
hours after delivery, was also associated with 
severe toxaemia, but the shock was only moder- 
ate. Toxaemia and shock, though both capable 
of existing independently, are most dangerous 
when combined. We suspect the origin of both 
to be closely allied. 

The 5 maternal deaths in the puncture-of- 
membranes group were all severely shocked 
beforehand; 4 had markedly reduced urinary 
output, but in the fifth the ‘kidney behaviour is 
unknown. Two suffered from chronic hyper- 
tension, and 4 died of severe shock with 
toxaemia. 

We conclude that, in Phase II cases, unless 
labour begins within an hour or so of restorative 
treatment followed by puncture of the mem- 
branes, delivery by lower segment section should 
be carried out without delay. This is especially 
true if there is known chronic hypertension with 
any degree of toxaemia. In severe cases the 
value of puncture of the membranes is doubtful. 


Abdominal Section 

lable X shows the general results of abdo- 
minal delivery in the Rotunda since 1919, and 
the reduction of maternal mortality associated 
with earlier and more liberal use of operation 
under modern anaesthesia and with the help of 
intravenous therapy (excluding routine blood 
transfusion). 

My original 8 laparotomies were performed 
late upon women who were critically ill 
(Table XI) and in whom the routine treatment 
had failed to produce improvement. Two women 
died (H.B.171, 17/9/48, and M.B.4514). The 
cases may be summarized as in Table XI. 


x 
Gross 


maternal loss 
(per cent) 


Result 
Caesarean 


hysterectomy A D 
100 
50 
460 
8 5 236 
3 25 


123 cases of toxaemic accidental haemorrhage read: 20 abdominal 
s (17 Caesarean) with 2 maternal deaths (10 per cent) and a Couvelaire incidence of 55 per cent 
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There was only | live baby (K.H.3946) and in 
this Phase I case the placental separation was 
incomplete; the woman was in the waiting ward 
when the first bleeding occurred, and delivery 
by lower segment section was performed with- 
out delay. The shock was slight. She was a 
chronic hypertensive with superadded toxaemia, 
and she is now (September 1951) about 3 months 
pregnant. Her blood-pressure is 150/95, but 
there is no albuminuria. B.M.6998 was another 
almost identical Phase I case (in the waiting 
ward when the haemorrhage occurred), but 
although delay here lost the baby the full 
picture of kidney damage was not allowed 
to develop. This may have been due to earlier 
operation, but probably the 3-pint blood trans- 
fusion given early and quickly before delivery 
was an important factor. One woman (B.G. 
6017) had a massive intraperitoneal fresh 
haemorrhage which had escaped into the peri- 
toneal cavity through the Fallopian tubes. The 
S-pint blood transfusion balanced the loss. 

Ihe above tables, directly comparable, merit 
comment under the several headings. 

Antenatal Care. Fifty per cent were 
unbooked, and the only evident advantages from 
antenatal care were one live baby and the 
missed opportunity of saving another infant by 
earlier section. Both women were in hospital 
before the haemorrhage occurred, but K.H.3946 
was not admitted from our antenatal service. 

Operation. One hysterectomy was done with 
a dead foetus in utero. The trend has been 
towards lower segment section without hyster- 
ectomy despite the fact that Couvelaire lesions 
of varying severity were present. B.G.6017 had 
a massive intraperitoneal haemorrhage (about 
5 pints) with extensive Couvelaire changes, but 
recovered quickly following lower segment 
section. 

Indication. No case was in labour despite 
routine methods of induction except in K.H. 
3946 and B.M.6998. There was moderate shock 
in 1; it was severe in 7. 

Reduction in urinary output. This was severe 
in 4, moderate in 3, and slight in K.H.3946, where 
early operation forestalled its occurrence. 

Uterus. Couvelaire lesions were present in 
6, and absent in 2. In none was the uterus 
inactive although there was no labour, and there 
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was no sign of fresh postpartum loss. There was 
some dark non-clotting blood per vaginam after 
operation in all cases. 

Transfusion. Transfusion was inadequate or 
ill-timed (late during operation or postopera- 
tively) until case B.G.6017._ This woman would 
have died but for the transfusion before and 
during operation. 

Puncture of the membranes. This was omitted 
in 3 cases; in the others unprofitable pre- 
operative delay followed puncture of the mem- 
branes. It seems unnecessary to subject women 
to delay unless we use puncture of the membranes 
as a test of the severity of the shock. 

Aetiology (probable) of the placental separa- 
tion. Toxaemia and shock were present in all 
cases. Toxaemia (so called) preceded the 
placental separation and shock in some, but 
superadded shock increased the albuminuria 
(toxaemia) and reduction in urinary output in 
all. No significance can be attached to the fact 
that the only case known to have chronic hyper- 
tension died. 


Caesarean Section versus Caesarean 
Hysterectomy 

It is evident that, as in all other complications 
of pregnancy, Caesarean section is being used 
more frequently, and Falkiner’s 22 laparotomies 
with only 5 deaths is heartening (23.6 per cent 
loss); my own maternal death rate has been 25 
per cent in 8 laparotomies (Table X).* In some 
hands lower segment section delivery requires 
less time, and is less likely to increase shock and 
other risks, than when hysterectomy is added. 
We do not know how many women delivered 
themselves naturally and recovered although 
their uterus was Couvelaire to some degree, but 
in my 8 abdominal deliveries the uterus was 
markedly Couvelaire in 6*—and in none of them 
was it possible to induce labour. This suggests 
that the Couvelaire lesion may either prevent 
labour, or be associated with conditions which 
delay its onset. 

In the 8 abdominal deliveries the reduction in 
the output of urine was marked in 6, early in 1, 
and slight in the last. Three in the marked 
group survived: one died. This seems to point 


*See footnote on page 164. 
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to earlier delivery being advisable. In the 6 
cases with Couvelaire lesions the reduction 
in urinary Output was severe in all but one; all 
were in toxaemic patients with shock, and one 
of these was also a chronic hypertensive. 

The advisability of doing more than a lower 
- segment section even if the uterus is Couvelaire 
is questionable. My original inclination was to 
perform Caesarean hysterectomy when Couve- 
laire lesions were present, and the present figures 
are too small to allow conclusions.* 


TasLe XII 


Section delivery only 


Caesarean hysterectomy 


Result Result 
Couvelaire 
present A D 


Couvelaire 
present A D 


3 2 1 3 2 1 

Two of the 8 abdominal deliveries showed no 

Couvelaire lesions; both recovered, with one 
live child. In one there was no reduction of 
urinary output, but this patient was delivered 
early (Phase I) and the child survived. It would 
be clearly advantageous to do no more than a 
lower segment section, especially, although the 
occasions are rare, in primigravidae. In my 
cases with severe shock there was | death in 5 
Caesarean sections; | death in 3 Caesarean 
hvsterectomies, and 3 deaths in 5 cases whose 
abdomens were not opened. 

In summarizing the foregoing facts, it appears 

that lower segment Caesarean delivery 

(1) Is denied unnecessarily in Phase I. 

(2) Is usually used too late in Phase II. 

(3) Is at least as helpful by itself as in 
conjunction with hysterectomy. 

(4) Is indicated earlier in Phase II, when 
shock and oliguria persist despite blood 
and other restoratives. 

(5) Should be preceded by early and adequate 
blood transfusion (3 pints). 

(6) Is probably sufficient without hysterec- 
tomy, unless uterine rupture is present 
(as in 1 of my cases). 

Caesarean section is the only precise method 

of terminating pregnancy, and it is doubtful 


~ ® See footnote on page 164 for up-to-date Couvelaire 
incidence. We now believe hysterectomy unnecessary 
for Couvelaire lesions. 
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whether the lower segment operation as carried 
out in Phase II by experts under adequate 
anaesthesia and analgesia evokes more or less 
shock than that inseparable from puncture of 
membranes (we do not give anaesthesia for this) 
followed by the strain of labour. The fact that 
the labour is usually more rapid than normal 
does not exclude the production of shock—or 
its addition to whatever shock is already present. 
We must, therefore, carefully consider the 
position regarding the method we choose in 
terminating the pregnancy; everyone is agreed 
that so long as the foetus and its liquor amnii, 
the detached placenta, and retroplacental clot 
remain in utero shock will persist, despite res- 
torative treatment, and that the risk of continued 
or increasing kidney damage remains. 


Comments on the Pre-operative Diagnosis of 
Couvelaire Lesions 

A Couvelaire lesion is likely if: 

(1) The shock is profound or increasing 
(blood-pressure, pulse, etc.). 

(2) The urinary output is lessened. 

(3) The delay between the haemorrhage and 
admission has been more than 2 to 3 hours. 

(4) The uterus fails to react to puncture of 
membranes after restorative treatment and the 
giving of pitocin in 2.5-unit doses hypoder- 
mically. 

(S) There is little, or no, improvement follow- 
ing blood transfusion. 

(6) There is toxaemia present, as distinct from 
shock albuminuria. 

(7) When any especially tender area of uterine 
wall is detected. 

It is impossible to assess the incidence of 
Couvelaire lesions present in women delivered 
vaginally unless a postmortem is performed. In 
all probability Couvelaire lesions may begin in 
Phase I, but do not exert their full effect at that 
time. 


The Risk of Postpartum Haemorrhage 

Contrary to the experience of others we have 
not encountered postpartum haemorrhage fol- 
lowing either spontaneous delivery or Caesarean 
section, and our teaching has always been that 
it is unlikely. Our 3rd stages have been rapid; 
the uterus has been neither flabby nor inert, and 
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we express the already separated placenta and 
retroplacental clot as soon as the baby is 
delivered. Delay at this stage increases the 
likelihood of postpartum loss, as would any 
neglect to express all the retroplacental clot. 

We do not deny that terminal haemorrhage of 
true atonic type may occur in a profoundly 
shocked woman whose power of uterine retrac- 
tion has been lost, but we have not experienced 
this. It is more unlikely if the woman has 
delivered herself, if there is flabbiness of the 
uterus with excessive bleeding at Caesarean 
section a rapid hysterectomy should be per- 
formed without hesitation. This operation is 
straightforward and can be done quickly with 
absolute certainty of haemostasis; recovery 
should follow unless sufficient shock damage 
(irreversible shock) has been allowed to occur. 

We are still ignorant of what facts may emerge 
from the work in progress elsewhere on the 
development of the non-clotting tendency of 
blood in abruptio cases, and of the fibroplastin 
complications present in these and in shock. 
Our present belief is that the non-clotting phase 
is transitory, and that until some anti-fibroplastin 
factor is available our best answer would seem 
to be earlier and larger blood transfusion, with 
repeated appropriate tests to forecast the onset 
and severity of the complication. In all 
probability the dark sero-sanguineous non- 
clotting vaginal and intra-abdominal losses, 
and the Couvelaire lesions or their extension, 
belong to this phase. It is also likely that the 
similar dark, non-clotiing bleedings seen shortly 
before the fatal endings of toxaemic cases de- 
livered vaginally with some trauma, or associa- 
ted with incomplete uterine rupture, even in 
non-toxaemic Women, constitute a similar 
condition originating from Ussue damage. 

We admit severely shocked unbooked cases 
in which this complication is present, but in our 
own service severe shock should never be allowed 
to develop. These emergency cases are our 
greatest problem, and the decision as to what 
should be done for them cannot be deferred. 
It seems that morphine and blood given intra- 
venously and at once are rational counter- 
measures. Such women are seldom in labour, 
they are usually in Phase II, and from our 
evidence puncture of the membranes is often 
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unsuccessful. Although the foetus is dead and 
Caesarean delivery is still attended by risk, 
it seems to offer the best hope if the opportune 
time is chosen. 


Maternal Deaths 

Seven women died; none were in labour on 
admission; all were in Phase II with shock 
present and the foetus dead in utero. The 
average age was 33 years. The average parity 
(including two 16 paras and | primigravida) 
was 7.7, and 3.3 was the average number of 
antenatal attendances in the 3 booked cases. 
Nothing of importance can be concluded from 
these figures, nor from the fact that puncture of 
the membranes was carried out in 4 and omitted 
in the other 3. 

Common factors of importance seem to con- 
cern the lack of early and adequate blood 
transfusion (i.e. oxygen supply) and the presence 
of shock and Couvelaire lesions in the uterus. 
No woman was transfused with blood prior to 
active treatment; 2 of the recent cases received 
inadequate transfusion during treatment and 
only 3 were transfused (again inadequately) 
either following active treatment or in the 
postpartum stage. Couvelaire lesions (2 
moderate, 2 extensive, | slight) were present 
postmortem, and although in 2 the presence or 
absence of these lesions is unknown, it is 
probable that they were present. Only 2 
belated hysterectomies were performed. 

Shock was the outstanding feature in all the 
fatal cases. In 4 it was preceded by toxaemia, 
in 2 by chronic hypertension. One case was a 
typical example of genuine non-toxic (true) 
accidental haemorrhage. Clinically the hae- 
morrhages were combined in 5 (one was a 
“true” accidental) and concealed in 2. One 
death occurred in a woman M.C. (7/3/48) 
whose first noted bleeding was while in hospital 
under observation for acute toxaemia. The 2 
deaths from bilateral cortical necrosis of 
kidneys were not unexpected, for the shock and 
diminished urinary output were marked from 
the onset. 

So long as the teaching regarding the recog- 
nition and management of toxaemic accidental 
haemorrhage of any variety or stage remains 
as at present it will be impossible to avoid 
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deaths such as J.R. (11/9/48), who was 
admitted moribund. Possibly earlier and larger 
blood transfusion might have saved her life, 
but the shock was so profound that it is likely 
she would have died later (as did A.M.138 and 
M.B.4514) from renal damage. B.M.4970 
should not have been subjected to internal 
version, during which further shock was added 
and the uterine rupture probably occurred. Had 
she been delivered by section she would probably 
have survived. 

No excuse can be offered for the loss 
of mother and child in M.C. (7/3/48). This 
woman should have been delivered 2 or 3 days 
earlier by Caesarean section as her “ toxaemia ~ 
was increasing. She might not have survived, 
but her chances, and those of the foetus, would 
have been better. 

We must concentrate upon teaching our nurses 
students, and postgraduates the absolute neces- 
sity of more timely recognition and admission of 
these cases to hospital for earlier and adequate 
blood transfusion. This should help to prevent, 
or at least to check, the development of shock. 
What has been achieved by an alteration of 
of policy in the treatment of placenta praevia 
can be obtained to some degree in accidental 
haemorrhage, but this will not happen if our 
present approach to the problem remains as it 
is 


The Causes of Placental Separation 

We do not know why the normally implanted 
healthy placenta sometimes separates without 
provocation, but it does happen with resultant 
clinical disturbances varying from slight in 
Phase I to severe shock and, sometimes, death 
in Phase II. 

The life of the foetus depends upon how 
much placental damage results: the woman’s 
fate depends upon her own state of health 
before the haemorrhage, the amount and speed 
of blood-loss, and whether the bleeding escapes 
externally or is retained to any appreciable 
degree as a retroplacental haematoma. When 
the bleeding escapes freely into the vagina, the 
clinical picture is as in placenta praevia (some- 
times the minor losses are wrongly called 
“excessive show”), namely the shock is 
directly related to her own general condition 
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and the loss which occurs; this is not so when 
the bleeding becomes a locked-up retroplacental 
haematoma for, in these circumstances, shock 
with albuminuria develops quickly and these 
cases are then indistinguishable from what we 
loosely describe as toxaemic accidental 
haemorrhages, unless we have previous 
knowledge of the case. There were 26 examples 
of this, and they are described as “true” 
or “non-toxic ” accidental haemorrhages. In 
these 26 cases no ante-, intra-, nor post- 
partum stigmata of chronic nephritis, chronic 
hypertension, nor toxaemia existed prior to 
the development of the typical shock/albu- 
minuria syndrome. The severity of the con- 
dition varied from mild to severe; one woman 
died, K.J. (2/4/48), of typically non-toxaemic 
accidental haemorrhage, but her uterus was 
Couvelaire. There was possibly another death 
from the same accident (M.B.4514), but as we 
are not in possession of all the facts of her case 
she has been placed in the “ probable toxaemia 
with shock ” category. 

The mechanism whereby shock is induced in 
combined or concealed haemorrhages is not 
understood, even if the fibroplastin phase exists, 
but apparently neither toxaemia, chronic 
nephritis, nor chronic hypertension need be 
present for the complete picture of shock with 
reduced urinary output, albuminuria, oedema, 
and a fallen blood-pressure to develop. Once 
these Phase II signs and symptoms have set in 
the woman may die, but her death is the more 
likely if any one or more of the above 
abnormalities precede the shock. 

Although we do not understand why the 
normally implanted healthy placenta should 
separate to some degree it is surprising that this 
does not happen more frequently. Every 
placenta is subject to progressive changes as 
pregnancy advances; these are described as 
“senile”, and were it not for the fact that 
Nature, here as elsewhere, makes ample allow- 
ance for such loss of function, the foetal mor- 
tality would be greater. Foetal movements, 
especially if they are vigorous and the liquor less 
than average, expose the fully expanded and 
widespread, delicate placental network to the 
risk of local damage from a knee or elbow 
thrust. The placenta is a highly vascular organ 
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whose structure is frail, and its highly precarious 
villous attachment into the spongy layer of the 
decidua is maintained chiefly by intra-uterine 
pressure. This intra-uterine pressure varies 
before (Braxton Hicks’s contractions) and 
during labour, and it is remarkable that 
degenerations, infarctions, senile and other 
changes within the placenta do not produce more 
upset in it and in the decidua than we can recog- 
nize clinically. We should carefully consider the 
risks of external version in hypertensive or 
toxaemic women: we have no control over the 
possibility of coitional or other trauma unless 
the patient is in hospital. 

Little is known about the chorio-decidual 
relations and reactions, and it is an aspect of 
obstetrical pathology worthy of urgent study. 
Both the chorion and decidua are fruitful 
sources of fibroplastin, and damage to one or 
other releases it into the maternal circulation. 

This is not the place in which to argue or 
theorize on what happens when chronic hyper- 
tension or toxaemia, or both, complicate the 
clinical picture. Chronic nephritis, too, must be 
considered, but it has not been detected in any 


of our cases, and we know of only 2 women with 
this disease in the entire present clientele of the 
Rotunda. 

A mass of information has accumulated 
in the literature from centres all over the world, 
and sharp differences of opinion exist regarding 
the nature of the placental lesions found in the 


various types of accidental haemorrhage 
associated with toxaemia alone, pure chronic 
hypertension, or a mixture of both. It is argued 
by some that primary cardiovascular disturb- 
ance causes secondary changes in the placenta: 
this is probably true in many instances, but it is 
obvious (clinically) that sometimes primary 
placental changes produce the secondary picture 
of hypertension, toxaemia, or a mixture of both, 
and that a healthy young woman can die in the 
course of a few hours from shock with albumin- 
uria following recent chorio-decidual damage 
and the formation of a comparatively small 
retroplacental haematoma. Here is the import- 
ance of the probable fibroplastin release from 
damaged decidual or placental tissue, and much 
work requires to be done in the solution of this 
problem. 
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DiscUSSION 

Those of us who must make decisions of 
life-or-death importance in the treatment of 
toxaemic (or apparently toxaemic) accidental 
haemorrhage cannot avoid the sense of grave 
responsibility involved, and, in the course of 
time, must form some personal view as to the 
cause. The term “toxaemic” is too loosely 
applied to these haemorrhages, and that is why 
I have referred to many of them as “ so-called 
toxaemic ” haemorrhages. It is always com- 
forting, but encourages complacency, to classify 
diseases and complications; clinically it is 
evident that a purely accidental separation of 
a normal placenta in a non-toxaemic non-hyper- 
tensive woman can precipitate the shock/ 
albuminuria sequence we find in Phase II of 
accidental haemorrhage associated with toxae- 
mia, but only careful analysis of the previously 
known data and the follow-up of such cases 
will reveal their true nature. 

If we accept the above view and consider it 
against the wide background of many toxaemic 
cases, with and without genuine toxaemic 
antepartum haemorrhage, and if we carefully 
correlate the naked-eye placental findings with 
the history, blood-pressure changes, urinary 
output and albumen content in these women, the 
picture strongly suggests that there is a chorio- 
decidual aetiological factor. The fact that 
to-day no pressor or other substance can be 
extracted from normal placental tissue which is 
divorced from functioning decidua neither 
proves nor disproves anything. Likewise, the 
fact that most placentae show what appear to be 
changes correlated with toxaemia in women 
who have no toxaemic manifestations is also 
inconclusive, the question as to why any 
particular woman will have some form of 
toxaemia in one pregnancy and carry through 
another without any trouble also remains a 
riddle. 

The substance of this communication is based 
upon clinical observation and fact. Despite the 
many and varied clinical phenomena en- 
countered in the convulsive and non-convulsive 
pregnancy toxaemias, and in the genuine and 
so-called toxaemic anterpartum haemorrhages, 
they can clearly share with shock a common 
chorio-decidual origin in which the presence of 
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a foetus is unnecessary. Since this is my view, 
and founded on the observation of much 
clinical material, I cannot watch a case of pre- 
natal toxaemia, with or without chronic hyper- 
tension, without speculating on the condition of 
the placenta. We are compelled to attempt 
to correlate the clinical and placental states 
beforehand since no tests help us to estimate the 
foetal chances of survival if pregnancy be 
allowed to continue. 


Recommendations and Conclusions 

The various sections of this communication 
have been so detailed that recapitulation in the 
form of a summary is unnecessary. Everyone 
in charge of a large maternity service is con- 
fronted with a real problem where the ante- 
partum haemorrhages with albuminuria are 
concerned, and we feel we cannot continue the 
same treatment in the Rotunda because the 
maternal and foetal losses remain too high. We 
propose to approach the problem under several 
headings : 

(1) Teaching nurses, students, postgraduate 
students, and doctors in practice the seriousness 
of the complication and the necessity for earlier 
and more active anti-shock treatment in 
Phase I. 

(2) Reorganization, so that better and earlier 
treatment by blood transfusion and improved 
transport to hospital will be available the 
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moment the case is diagnosed as either so-called 
or genuine toxaemic antepartum haemorrhage. 
Reduction in the lapse of time between the 
haemorrhage and active anti-shock treatment by 
transfusion is essential, and thus the develop- 
ment of Phase II may be prevented. 

(3) Our first principle must remain the pre- 
vention or treatment of shock; the second is to 
terminate the pregnancy by earlier Caesarean 
delivery in Phases I and II. Earlier recognition 
of Phase I will enable us to reduce the foetal loss 
and forestall further shock by Caesarean section: 
when the woman is already in Phase II, unless 
her condition is good, the shock controlled (as 
shown by the blood-pressure trend and an 
improved urinary Output), and she is in definite 
labour, we should perform Caesarean section 
without the present delay. 


The collection of data for this communication 
has been tedious, and I am much indebted to 
our Medical Records Department for the com- 
pilation of case histories, etc. The work would 
also have been impossible but for the willing 
help and co-operation of our Outpatients’ 
Department in the “ follow-up ” investigations, 
and Dr. Peter Gatenby who devoted much time 
to the careful classification of those women 
who reported for final check-up. I am also 
indebted to my private secretary for the detailed 
work on the typescript and tables. 


a 
a, 
| 
| 
: 
| 
a 
4 


OBSTETRICS AND GYNAECOLOGY IN RELATION TO 
THYROTOXICOSIS AND MYASTHENIA GRAVIS* 
BY 


GEOFFREY Keynes, M.D., D.Litt., F.R.C.S., F.R.C.O.G. 


Emeritus Surgeon, St. Bartholomew's Hospital 
Consulting Surgeon, New End Thyroid Clinic 


HAVING been. honoured by an appointment by 
the President and Council of the Royal College 
of Obstetricians and Gynaecologists to deliver 
a Blair Bell lecture, I have tried to find a sub- 
ject which would comply with the terms of the 
Lectureship. Not being an obstetrician myself 
I obviously could not deal directly with any 
obstetrical subject, but it was not difficult to 
find something among my Own special interests 
with a direct bearing on the subject. The most 
obvious theme was the relation of the thyroid 
gland to menstruation and pregnancy, and to 
this I shall add some remarks on the thymus 
gland in the same connexion, these two organs 
having been my particular study for many years. 
I can make but little reference to the pituitary 
gland—a special pre-occupation of William 
Blair Bell. How thrilled he would have been 
by the recent demonstration of the neurological 
control of this gland (Harris, 1951). 

It has often been noticed that enlargement 
of the thyroid gland is apt to occur in relation 
to functional changes in the ovary—that is, at 
puberty, in pregnancy, and at the menopause— 
yet full understanding of the interaction between 
these two endocrine glands is difficult, or even 
impossible, to achieve. Their interaction is 
complicated by the fact that both are subject 
to control by the secretions of the pituitary 
gland, and it is difficult to know much of the 
balance between the production of thyrotropic 
and gonadotropic hormones, and, conversely, 
which organ, the thyroid or the ovary, is the 
more potent in affecting the activity of the 


* The William Blair Bell Memorial Lecture at the 
Royal College of Obstetricians and Gynaecologists, 
on Friday, 23rd November, 1951. 


‘third child. 


pituitary. It is even possible that the adrenal 
glands are also concerned in the exchange. I 
might refer to the bizarre fact that in certain 
primitive invertebrates the thyroid gland is 
connected with a tubular structure, which opens 
into the female genitalia. I shall not hazard 
any comment on this. Clearly I cannot attempt 
to navigate the deep and uncharted waters of en- 
docrinology. I had better not get too far away 
from the landmarks of observed facts, and must 
try to see what can be gathered from the clinical 
rather than from the laboratory and theoretical 
aspects. 

Experimental evidence cannot, however, be 
ignored, since it often provides important con- 
firmation of clinical observations. Thus animal 
experiments have shown that thyroid hormone 
in excess depresses the activity of the ovary, 
whereas thyroid deficiency tends to stimulate it, 
and animals from which the thyroid has been 
removed do not lactate. On the other hand, 
although in the human being the increased 
activity of the gonads is often associated with 
visible hypertrophy of the thyroid, experimental 
evidence of the effect of oestrogen excess is con- 
flicting. 

It is of interest to note that the hyperthyroid 
state very often appears in the mother after the 
birth of a child, and the records at New End 
Hospital suggest that it is specially apt to 
become clinically evident after the birth of a 
It seems possible that thyroid 
hyperplasia is initiated by the first pregnancy 
and further stimulated by the second and third, 
so that the effect ends in a pathological state. 
The psychological strain on the mother must also 
be taken into account. 
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As regards the effect on menstruation, it used 
to be inculcated by some textbooks that thyroid 
excess tended to produce menorrhagia. It is, 
however, now generally agreed that this is nor- 
mally untrue. An investigation carried out by 
Russell and Dean (1942) at the New End 
Thyroid Clinic showed that among 139 patients 
with thyrotoxicosis of all degrees, only 2 suffered 
from menorrhagia. Among the remainder it 
was found that a mild degree of the disease had 
little or no effect on menstruation, though as 
the symptoms developed the ovarian function 
became depressed until more than half (58 per 
cent) of the patients with severe thyrotoxicosis 
were found to have relative amenorrhoea. 
There was, however, no rule in the matter, and 
often severe thyrotoxicosis had no effect on the 
menstrual period at all. When the thyrotoxi- 
cosis had been corrected by partial or sub-total 
thyroidectomy, the periods tended to return to 
normal, though again in many instances this 
failed to happen. 


Menstruation in 139 Cases of Untreated 
Thyrotoxicosis 
(Russell and Dean, 1942) 
Percentage figures 


Scant 
or 
Menor Irregu- Amenor- 
Toxicity rhagia Normal lar rhoea 
Severe 0 27.5 14 58.5 
85 12.5 2.5 


Mild 0 


It is of interest to notice that one patient with 
moderately severe thyrotoxicosis had menor- 
rhagia before the goitre appeared, but that her 
periods returned to normal as the goitre de- 
veloped The menorrhagia returned after a 
partial thyroidectomy. 

A more recent investigation of our records at 
the New End Thyroid Clinic has been made by 
Mr. Tobias Levitt, to whom I am greatly in- 
debted for this and other information. It is 
difficult to compare his results statistically with 
those already mentioned, as his material was 
gathered by means of a questionnaire addressed 
to 346 patients, and their interpretation of the 
questions concerning their menstrual function 
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has naturally varied. Precise figures cannot 

therefore, be given, but the following broad state- 

ments can be made: 
1. The greater the degree of toxicity, the 
greater is the menstrual irregularity. 

. The milder the toxicity, the less is the men- 

strual irregularity. 

3. Amenorrhoea is the preponderant ten- 
dency in thyrotoxic patients, though 
many were unaffected. 

4. Partial thyroidectomy improved the men- 
strual irregularity, whether it had varied 
in the direction of scantiness or excess. 


At the other end of the scale of thyroid 
activity, that is in thyroid deficiency develop- 
ing in the adult, the general result seems to be 
menstrual excess, though such patients at New 
End were few, and figures concerning them were 
not statistically significant. Their menstrual 
irregularity normally improved with thyroid 
medication. I cannot attempt the theoretical 
explanation of this variation, and it seems from 
the literature that scientific evidence on this 
point is lacking. 

It is well known that in cretinism and in 
juvenile myxoedema sexual maturation is in- 
hibited or greatly delayed, this being only one 
part of the general lack of growth and develop- 
ment. Normal maturation may follow adminis- 
tration of thyroxin. 

The next point to discuss is the influence of 
thyroid abnormalities on conception and preg- 
nancy. It is well known that in myxoedema 
libido is reduced and that the patient is usually 
sterile; nevertheless even untreated cretins 
have been known to become pregnant, and 
Lerman (1950) observed a girl of 17 with fully 
developed untreated myxoedema who was two 
months pregnant. Thyroid medication resulted 
in normal delivery of a normal child. These 
events are, however, exceptional, and in general 
thyroid medication will help a hypothyroid 
individual to become a normal mother. There 
can be few doubts or side issues on that point. 

Occasionally a difficulty of diagnosis may 
arise when amenorrhoea is found in association 
with myxoedema, because there is the possibility 
that the myxoedema is due to pituitary failure. 
In Sheehan’s disease the anterior pituitary has 
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been destroyed as the result of a severe post- 
partum haemorrhage. Endometrial biopsy will, 
however, be of assistance since no active tissue 
is found in pituitary myxoedema. Also the 
menstrual periods will tend to return to normal 
with thyroid medication if the failure is primarily 
in the thyroid gland, but there will be no effect 
in pituitary failure. 

Another confusion that has been noticed 
(Shauffler, 1937) is that arising between thyro- 
toxicosis and the vomiting of pregnancy. It is 
certainly true that many untreated patients suf- 
fering from thyroid excess have phases of 
vomiting sometimes accompanied by diarrhoea, 
and if this coincides with early pregnancy each 
condition may react upon the other with exacer- 
bation of both. 

Frances Braid (1951) has recently drawn 
attention to the fact that there is evidence of a 
two-way traffic in the transfer of thyroid hormone 
through the placental circulation. A myxoede- 
matous mother may tend to improve during 
pregnancy, and relapse again after delivery. 
Conversely, an infant with deficient development 
of the thyroid gland may appear normal at birth, 
and then show signs of its deficiency several 
weeks later. It is, however, obviously undesir- 
able that the foetal thyroid should be called upon 
to work overtime on behalf of the mother, and 
the fact that it can do so only serves to empha- 
size the necessity for observing and treating the 
mother’s deficiency with carefully controlled 
thyroid medication. 

All this is reflected in the notorious variability 
in the maternal B.M.R. during pregnancy. It 
must be admitted that the equally notorious 
unreliability of the readings made during this 
physiological earthquake may invalidate the 
observations to some extent, but it does seem 
to be clear that the great increase of the mass of 
active protoplasm during pregnancy may raise 
the B.M.R. to a level equivalent to a state of 
thyrotoxicosis in a non-pregnant woman. This 
may be partly due to the contribution from the 
foetal gland. Usually the maternal B.M.R. falls 
to its normal level within 5 days of delivery. 

Relative sterility is also common in hyper- 
thyroidism, but patients even with quite severe 
thyrotoxicosis often become pregnant. In Mr. 


Levitt’s investigation at New End he found that 
the relative fertility rate in women developing 
severe thyrotoxicosis was 52.5 per cent before 
Operation, compared with a normal rate of 70 
per cent. The fertility rate in women who came 
to Operation was small after operation, but the 
figure is vitiated by the fact that the average age 
of women operated on is high, so that the fertility 
would be normally low. Nevertheless, it is clear 
that the miscarriage rate is greatly reduced by 
operation, although there is still a small incidence 
of abortion. Thus the thyrotoxic patient, being 
liable both to sterility from amenorrhoea and to 
miscarriage if she is lucky enough to conceive, 
is the particular concern of those interested in 
the treatment of the thyrotoxic state. Rather 
paradoxically it has been claimed that thyroid 
medication is of considerable assistance in treat- 
ing habitual abortion (Lerman, 1950), but of this 
I have no personal experience. It is recommended 
that the patient may be treated throughout preg- 
nancy with a thyroid preparation, dosage vary- 
ing from 0.1 to 0.3 grams daily, or even larger 
doses for short periods. The maximum dose is 
reached in the second or third month and is pro- 
gressively reduced in the last 3 months of preg- 
nancy. 

But to return to the treatment of hyper- 
thyroidism in pregnancy—this is a matter 
demanding a good deal of thought if each 
individual is to receive the most suitable form of 
treatment. Hyperthyroidism in general can now 
be effectively treated in a variety of ways: 
surgically with partial or sub-total thyroidec- 
tomy; medically with the thiouracil group of 
drugs; or radiologically with radioactive isotopes 
of iodine. It is generally agreed that the only 
use for ordinary iodine is in the preparation of 
the patient for operation, since the beneficial 
effect is only temporary. This use for iodine 
remains whether the patient has had thiouracil 
or not. 

Of the three main methods, the radiological 
one may at the present time he summarily dis- 
missed. It is known that, except in the first few 
weeks of pregnancy, before the foetal thyroid 
gland has been formed, radio-active iodine is 
absolutely contra-indicated. If administered to 
the mother after this stage, it will be concentrated 
in the foetal gland which will be destroyed. The 


7 

| 

| 

| 

] 


176 


use of radio-active iodine is, in any case, still in 
an experimental stage, and it is to be given at any 
time with the greatest caution. Accurate dosage 
is difficult to attain and myxoedema is still a not 
uncommon result, so that the cure may be almost 
as bad as the disease. 

Thiouracil is now a remedy that tends to be 
used for thyrotoxicosis in the pregnant woman. 
There is a natural prejudice against doing any 
operation during pregnancy, and this drug seems 
to offer the easiest way of escape. The symptoms 
of thyroid excess are alleviated or abolished by 
thiouracil, the pulse-rate is restored to an almost 
normal level, and the risk of miscarriage is 
greatly reduced. There will always, however, be 
a proportion of patients who react unfavourably 
to the drug so that it may have to be stopped. 
There will be others in whom it will be ineffec- 
tive. The notorious defect in thiouracil treatment 

that a large proportion of the patients will 
relapse after it is discontinued—will not be a 
contra-indication in the pregnant woman, since 
the object of its use is to tide her over a limited 
period, namely the 9 months of gestation. When 
that is over, other forms of treatment may be 
considered. But there is the undoubted risk that 
the drug may have an undesirable effect on the 
foetus. Just as it is found sometimes to cause 
myxoedema in an ordinary toxic patient, and 
very frequently causes a considerable increase 
in the size of the goitre, so it may result in the 
delivery of an infant with a conspicuous goitre 
or even one that is an obvious cretin. Close 
attention to the dosage of thiouracil seems 
usually to avert these highly undesirable effects, 
but there is no guarantee that it will do so. 
Also if such gross changes can be produced in 
the relatively brief period for which the develop- 
ing foetus is under the influence of the drug, 
who is to say what more subtle and externally 
invisible changes may not be in progress, laying 
up trouble for the future in the form of thyroid 
unbalance or the slighter degrees of thyroid 
deficiency? So potent a drug is to be distrusted 
when its effect on a developing human being is 
still so uncertain. The physician who advises 
and regulates its administration is assuming a 
very high responsibility. 

There is also the fact that thiouracil adminis- 
tered to the mother not only passes through the 
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placenta to the foetus, but is also secreted in the 

milk (Williams e7 al., 1944), so that the infant 

must not be breast fed if the treatment of the 

mother is continued—as presumably, it will be 
after the confinement. 

How serious the presence of a congenital 
goitre may be has recently been well des- 
cribed by d’Abreu and Wood (1950). The 
infant described by them was so seriously 
embarrassed by dyspnoea and dysphagia owing 
to the size of the goitre that operation had to be 
undertaken with considerable risk in two stages. 
Thyroid medication and iodine had no effect in 
reducing the goitre. In this connexion I cannot 
help quoting to you the history of a thiouracil 
goitre in a baby in the mother’s own words, the 
outcome having been in the end satisfactory. 


“ Before taking thiouracil tablets I was irritable, 
depressed, short of breath, palpitations and sweating, 
I was irritable with everyone for what was nothing 
at all, but seemed so to me. I used to cry and get very 
frightened at the least little thing, my eyes seemed to 
be sticking out of my head and was very nervous. I 
worried over any job I was about to tackle, thinking 
1 would never get it done, thinking something may 
happen before I got the job done. 

“ Then in July 1950, | was put on thiouracil tablets : 
| noticed the change in myself—I was no longer nervy 
or irritable, I felt very well, and could tackle any job 
large or small; I was cheerful with everyone and had 
much more patience, my eyes no longer seemed to be 
sticking out, and I then started putting on weight, but 
being pregnant at the time I think it was that. During 
the last three months of pregnancy I was not feeling 
too well, as I was carrying a lot of water, and the 
weight was tremendous. I also went off my eating. 

“I started feeling very tired, and then six weeks 
before the baby was born, I went into St. Mary's 
Hospital, where I felt very rested and very much at 
ease. I was still taking thiouracil tablets. Then on 
the 3rd October, 1950, I had 14 pints of water taken 
away, I started in labour about 3 hours later: the 
labour pains continued till 11.5 p.m. October Sth, when 
the baby was born. It was a normal birth. I felt very 
much better after that, and my appetite came back. I 
felt very well again, and quite happy. I still put on 
weight, but felt on top of the world.” 


The Baby, born with goitre: 


“ The first three days after the birth I never saw the 
baby, then when I did, I thought she was rather slug- 
gish, she wouldn't suck very much, and then when she 
made the attempt she went blue round the mouth; she 
wouldn't cry, she was very listless, when my milk came 
I started feeding her, and the doctor said I mustn't 
feed her myself any longer as the thiouracil tablets 
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I was taking was making baby still sluggish; she was 
then put on the bottle— she didn’t make much attempt 
to suck and she lost about 8 ounces. Three weeks 
later, October 26th, she was brought home from the 
hospital. Then I noticed a difference in her, she 
seemed to thrive, and cried when her feed time came 
along. I saw she was very plump round the neck. I 
was then told to take her to Whittington Hospital, 
Dartmouth Park Hill, where she had an X-ray taken 
on her hands and feet. Dr. Yudkin examined baby’s 
neck and said the goitre had practically dispersed 
itself. 

“ The baby is now six months old, she weighs almost 
18 pounds and is very alert and happy—she doesn't 
make any attempt to sit up yet, but she kicks quite a 
lot, and can hold her rattle.” 


Nevertheless, in September 1951, the child is 
clearly not yet normal (see Fig. 1). 

The whole question of the effect of thyrotoxi- 
cosis on the infant is exceedingly interesting, 
and a few reports of individual examples are 
available. A classical example frequently 
quoted is that reported by Clifford White (1912), 
in which a woman with Graves’s disease gave 
birth to a baby with the same condition which 
died 3 days later from a cerebral haemorrhage. 
Authentic instances are, however, very rare, 
and a very recent writer (Margetts, 1950), has 
stated that there are only 6 to be found in the 
literature. The one reported by this writer was 
probably a true one, the infant at 5 weeks being 
very skinny with widening of the palpebral 
fissures, slight proptosis, loose stools, and a 
pulse-rate of 160-200. The thyroid gland did not 
appear to be enlarged, and the child progres- 
sively improved up to the age of 3 months. 
Nevertheless, Margetts, who records this, wisely 
observes that “it is not yet clear whether the 
condition of the infant is a passive result of un- 
treated thyrotoxicosis in the mother or is due 
to active hyperthyroidism ”. 

In view of the fact that so many normal infants 
have been delivered from thyrotoxic mothers it 
may well be that the disease is really primary in 
the infant. This conclusion is very different 
from that held in relation to congenital goitre 
occurring in the endemic goitre‘areas. Here the 
iodine deficiency is believed to be the cause of 
the goitre both in mother and child, and it is 
well known that the child often proves to be a 
cretin. This is not an aspect of the question 
which greatly concerns us in this country. 
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We are, however, much concerned with the 
possible production of the form of congenital 
goitre already mentioned, namely that due to 
treatment of the mother with thiouracil com- 
pounds. Dr. Murdoch has kindly provided me 
with a characteristic example from the Post- 
graduate Medical School, Hammersmith. 


The mother in 1949, aged 28 years, was noticed in 
the 12th week of her Ist pregnancy to have exoph- 
thalmos, but she was not treated for thyrotoxicosis. 
She had a normal confinement. In July 1950 she 
began treatment for thyrotoxicosis with 200 mg. of 
methyl thiouracil, tds. This was later reduced to 
100 mg. with sodium thyroxine 1/20 mg. in 24 hours. 
While she was on this treatment she again became 
pregnant. Three months later she had pronounced 
exophthalmos with enlargement of the thyroid gland, 
pulse 90, blood-pressure, 145/80. 

Three months after this (March 1951) the dose of 
sodium thyroxine was increased to over $ mg. daily. 
When she was admitted to hospital in June 1951, she 
still had positive eye signs with marked exophthalmos, 
and a pulse-rate of 110; blood-pressure 135/90. She 
also had hydramnios, like the patient already des- 
cribed. She was confined on 30th June, 1951, delivery 
being normal. After the confinement her symptoms of 
thyrotoxicosis rapidly regressed under the same treat- 
ment as before, and she discharged herself from 
hospital on 11th July. 

The infant at delivery was noticed to be somewhat 
cyanosed and the respiration partly obstructed. It 
was found to have a large swelling of the whole of 
the thyroid gland (see Figs. 2 and 3). During the 9 
days after birth the thyroid swelling regressed and 
stridor decreased. X-ray examination showed evi- 
dence of delayed ossification, but no other abnor- 
mality. 

The mother did not come for subsequent follow-up, 
but the infant's goitre was evidently pursuing a 
favourable course. Nevertheless its life had been 
endangered by a goitre undoubtedly produced by a 
thiouracil compound given to the mother during ges- 
tation although she had been given thyroxine at the 
same time. 


Several clinics have kindly provided me with 
short series of observations on thyrotoxicosis 
and the use of thiouracil during pregnancy. 
These come from Dublin (Dr. Feeney, 3), Oxford 
(Mr. Stallworthy, 4), Bristol (Professor Lennon, 
3), St. Bartholomew’s Hospital (Mr. Andrew, 
18), and New End (Mr. Levitt, 11). Among these 
39 records were 18 in which the patient received 
thiouracil compound for a longer or shorter 
time during pregnancy. In 12, when the drug 
was used for a short time only, deliveries and 


babies were normal. In the 6 in which it was 
given for a longer time all were unfortunate : 
1. Baby with goitre and persistent vomiting. 
2. Premature twins. 
3. Baby with goitre. 


4. Hydramnios; baby cretinous, with a 
swollen neck, but recovered (Figs. 2 
and 3). 

5. Hydramnios: baby cretinous, with a 


swollen neck (described here, Fig. 1). 

6. Baby cretinous (Fig. 4). 

In another record from Bristol, in which the 
mother received 2-mercapto-imidazole during 
gestation, the delivery and the baby were 
normal. 

It now remains to examine the third line of 
attack, that ts by surgery. 

In former times surgery was not, of course, 
extensively practised in thyrotoxic patients. In 
reporting “250 cases of Graves’s disease in 
pregnancy “, von Beck (1912) stated that thy- 
roidectomy was done only in 5. As lately as 
1932, Falls in the United States advised against 
surgery for thyrotoxicosis in pregnancy, though 
other authorities at this period were coming to 
favour it more and more. It is of interest to 
note that so great an authority as the late Cecil 
Joll in 1932 stated that “operation is to be 
avoided whenever possible until some weeks or 
months after parturition.” He does not describe 
any personal experience in this connexion. Joll’s 
advice was indeed in direct opposition to that 
of at least one other competent authority. 
Lehmann, writing in 1930, had advised thyroid- 
ectomy in all cases whatever the intensity of 
the hyperthyroidism or the duration of the 
pregnancy. He maintained that the surgical 
problem was just the same in the presence of 
pregnancy as without it, and that the results 
were excellent. He was perhaps somewhat 
ahead of his times. The disagreement may be 
due in part to the comparative rarity of preg- 
nancy in thyrotoxicosis. Long series of thyro- 
toxic patients were reported from 1918 to 1939 
in which the frequency of pregnancy varied f-om 
0.4 to 0.6 per cent. One writer in 1927 
(Maloney) had never seen the association. 

Again, the problem of treatment was so often 
resolved by the occurrence of spontaneous abor- 
tion. 
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As to the effect of the pregnancy on the 
severity of the disease, opinions have been con- 
flicting. It has been stated to be aggravated, 
improved, or unaffected. No doubt all are true 
in different individuals, but at the present time 
the question is a somewhat academic one and 
I do not propose to discuss it further. 

There is one school of thought which regards 
the avoidance of a surgical operation as an end 
in itself, and this view naturally fits in with the 
prejudices of a great many patients, though to 
do the patients justice there are many others 
who, when offered the alternatives of prolonged 
medical treatment with an uncertain result or a 
brief surgical discipline with a quick, complete, 
aud usually permanent result, will unhesitatingly 
choose surgery. Pregnancy associated with 
thyrotoxicosis is, however, a special ; roblem 
and the alternative solutions are perhaps less 
ciear cut. Whereas medical treatment can be 
instituted at any time during the pregnancy, 
surgery may be less safe in relation to a possible 
abortion during the first 3 months of gestation. 
A toxic state, if not too acute, can be treated 
in the usual way with iodine preparation fol- 
lowed by operation planned to coincide with the 
period of maximum benefit, that is after 2 to 
4 weeks treatment. The more severe toxic states 
can be treated with thiouracil in moderate 
dosage for, say, a month followed by iodine for 
about 10 days, and then by a subtotal thyroid- 
ectomy, again during the period of maximum 
benefit. This method makes use of the benefit 
conferred by thiouracil with a greatly reduced 
risk of affecting the infant unpleasantly, the time 
of exposure being relatively brief. It enjoys, in 
fact, the best of both worlds, a happy state which 
should always be our aim. 

At New End Hospital we have operated on 18 
women during pregnancy between 1938 and 1951. 
Preparation with thiouracil was avoided in all 
except 2, and the operations were done between 
the 3rd and 7th months of gestation. One baby 
was stillborn, but otherwise all the confine- 
ments were normal. 

In the St. Bartholomew's series were 3 
patients who had had a partial thyroidectomy 
done at 3, 3, and 5 months respectively with 
excellent results. Eight others had had thyroid- 
ectomy done beforehand with normal pregnan- 
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cies following. One of these had had thiouracil, 
a thyroidectomy, X-ray therapy, and an 
attempted second operation, all at another 
hospital; finally she had a third operation which 
I performed myself, and after this she had 2 
normal pregnancies. 


Records such as those quoted above are 
difficult to obtain and are not numerous, but 
they do serve to suggest that thiouracil may have 
its uses during pregnancy in thyrotoxic women, 
but that it should be used with the greatest 
caution and for short periods only. It is also 
clear that partial thyroidectomy is uniformly suc- 
cessful in preparing thyrotoxic women for sub- 
sequent normal pregnancies. But the main point 
of interest is our attitude to the treatment of a 
thyrotoxic woman who becomes pregnant, or 
one who develops the symptoms during gesta- 
tion. I am myself quite sure that a properly 
managed thyroidectomy is uniformly safe and 
successful. 


Occasionally the necessity for a_ thyroid- 
ectomy may arise when the patient is not toxic. 
Recently, for example, a primigravida, aged 37 


years, was suffering from a large colloid goitre, 
both lobes of which were partly retrosternal and 
causing respiratory obstruction. Operation was 
safely done in the fourth month with complete 
relief, and was followed in due course by a 
normal confinement. 


I conclude my observations on the thyroid 
problem with an unusual clinical history. 


A woman, aged 19 years, underwent thyroidectomy 
in July 1949, at the Middlesex Hospital, for thyro- 
toxicosis of moderate severity. The operation was 
followed by the development of exophthalmos 
{22 m.) in both eyes accompanied by lid retraction. 
A bilateral sympathectomy was done in the same year 
at St. Mary’s Hospital which improved the lid 
retraction, but had no effect on the exophthalmos, 
which indeed increased. A baby was born to the 
patient in 1950 which showed at birth an obvious 
exophthalmos with lid retraction. This tended to 
regress as time passed, but is still obvious in the 
photograph taken at New ‘End Hospital in June, 1951 
(Fig. 5). The baby was not thyrotoxic. Here, there- 
fore, we see another example of a hormone trans- 
mitted through the placental circulation, though this 
time it is the thyrotropic hormone acting only on the 
infant's orbits—a clinical curiosity that has seldom, 
if ever, been observed before. 


Interest in the relation of the thymus gland to 
the female organism is naturally less than in 
that of the thyroid because its normal function 
is still unknown and its abnormal states are 
comparatively rare. There is, therefore, nothing 
to say at present about the interaction of ordin- 
ary thymic activity with the ovarian hormones. 
There may well be some relation between thyro- 
toxicosis and thymic enlargement, the thymus 
being frequently greatly enlarged in typical 
exophthalmic goitre or Graves’s disease, but this 
has no bearing that we know of on our present 
enquiry. Interest, in fact, centres around the 
disease known as myasthenia gravis, and the 
way in which the menstruating and the preg- 
nant woman reacts to it. Until very recently it 
might have been questioned whether the thymus 
was really to be regarded as an endocrine gland 
at all, and scepticism has been expressed as to 
whether myasthenia gravis was due to thymic 
abnormality. It was the almost constant 
association of the myasthenic state with the 
rare epithelial tumours of the thymus that 
first suggested thymectomy as a rational form 
of treatment. During the last 10 years syste- 
matic thymectomy in myasthenic patients has 
resulted in such frequent and definite improve- 
ment in the disease and has, indeed, so often 
even apparently cured it, for periods up to 10 
years, that it is no longer possible to deny the 
guilt of the thymus gland which can only have 
exercised its influence through the blood-stream. 
Clinical observation has therefore strongly 
suggested that the thymus is truly an endocrine 
gland even though it is only in an abnormal state 
that its activity can be detected. Patient 
laboratory work has now produced scientific 
proof that this endocrine action is a reality, an 
extract of the glands taken from myasthenic 
patients having been found to interfere actively 
with the neuromuscular mechanism in muscle- 
nerve preparations both from reptiles and 
mammals. It has, moreover, been found 
possible to reproduce the clinical condition by 
the injection of the gandular extract into small 
animals. This work, done by Dr. Andrew Wilson 
in the pharmacological department at University 
College Hospital, has not yet been published, but 
is of the greatest interest and importance since 
it is shedding a flood of light into a hitherto 
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very dark corner of pathology and clinical 
medicine. Dr. Wilson is now continuing the work 
as Professor of Pharmacology at Liverpool. 

The possibility of being able to help myasthe- 
nic patients by surgery has concentrated an 
extraordinary amount of “ clinical material ” in 
my hands, which has also been under the obser- 
vation of physicians at the National Hospital. 
Queen Square, and at St. Bartholomew’s and 
New End Hospitals. Myasthenia gravis is of 
special importance in relation to women 
because it is a preponderantly female disease. 
Of 226 patients who have now come under my 
care 147 (65 per cent) have been females. 

This has given special point to an investiga- 
tion recently carried out by Dr. R. T. Ross of 
Winnipeg who has conducted an independent 
and impartial follow-up of 100 unselected myas- 
thenic patients whom I have subjected to thy- 
mectomy during the last 10 years. Dr. Ross 
arrived from Canada holding the opinion 
propagated by the Mayo Clinic that thymectomy 
has no significant influence on the course of the 
disease, but after careful examination of 100 
patients he found that no fewer than 53, that is 
74 per cent, of the 71 women in the series were 
quite or very nearly cured. During this investi- 
gation he enquired specifically into the two 
questions of the relationship of myasthenia 
gravis to menstruation and pregnancy. Dr. 
Aldren Turner has also recently looked into the 
question of pregnancy and myasthenia gravis at 
St. Bartholomew’s Hospital. 

Of the 71 patients at Queen Square, 6 were not 
of child-bearing age. Among the remaining 65 
the results were as follows: 


Symptoms of myasthenia unaffected 31 
Symptoms made worse 31 
Symptoms improved 

No menstrual history obtained 


It is therefore found that approximately half 
the patients experienced worsening of their 
myasthenia at the menstrual periods, the effect 
usually showing itself shortly before each period 
and during the first days. I will not hazard any 
attempt to explain this on an endocrinological 
basis. It is of interest to note that 16 of the 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


patients who were affected by menstruation 
before operation were unaffected afterwards. 
Thymectomy had, in fact, abolished the effect, a 
welcome confirmation of the view that operation 
does have a profound influence on the mani- 
festations of the disease. 

There is perhaps an analogy in the behaviour 
of women suffering from deprivation of the 
parathyroid hormone. Their symptoms are 
invariably made worse at the menstrual periods. 

These observations on the myasthenics are a 
useful guide in regulating the dosage of neo- 
Stigmine and other drugs before and after thym- 
ectomy. Many will need an increased dose at 
the menstrual periods before thymectomy. Few 
will need it afterwards. 

Myasthenia gravis being a relatively rare 
disease, it will never have come into the experi- 
ence of many practitioners. When the 
occasional myasthenic woman becomes preg- 
nant or seeks counsel as to her safety in this 
event, the resulting advice may be uncertain or 
even tragically wrong, as the following history 
will show. 


At the age of 24 years, after a confinement, a 
woman began to suffer from excessive fatigue, but it 
was not until 3 years later that specific symptoms were 
noticed. These included ptosis, dysphagia, regurgita- 
tion of fluids, and a weak voice. She became unable 
to hold up her head, and unable to walk. Myasthenia 
gravis was diagnosed in 1947 and she was started on 
treatment with neostigmine, needing 22 tablets, that 
is 330 mg., of the drug in 24 hours. During the next 
year, 1948, she improved, and the dose of neostigmine 
was reduced. In 1949 she again became pregnant. 
Her medical attendants then decided that this should 
not happen again. The pregnancy was terminated at 
4 months by laparotomy and the patient was at the 
same time sterilized. In 1950 she came under my care 
for the first time, and thymectomy was performed. 
At that time she was still very myasthenic and needed 
180 mg. of neostigmine each day, which was increased 
to 240 mg. when she was admitted to hospital. 

Since the thymectomy she has steadily improved, 
and now lives a normal life, taking only 3 or 4 tablets, 
ie., 45 to 60 mg. of neostigmine in a day. She is a 
particularly healthy-looking young woman, though 
she is to some extent handicapped by having had 
poliomyelitis as an infant. This may have influenced 
her advisers when they decided to induce labour to 
ensure that she could not again become pregnant 
although she had already had one confinement suc- 
cessfully; but if you were to see this woman you would 
inevitably ask, was it really necessary to resort to 
this drastic action? She serves. therefore, as the text 
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for a brief enquiry as to what is the real effect of 
pregnancy on myasthenia gravis, and what course of 
action should ordinarily be adopted. 


Single examples of pregnancy in myasthenia 
have sometimes been reported, but these may be 
somewhat misleading, as in that described by 
Fearnsides (1916) and Laurent (1931). This 
patient had mild attacks of “ bulbar ” weakness 
in 1902 and a much worse attack before her 
marriage in 1903. She improved again after her 
marriage and in 1905 had a normal pregnancy 
and confinement. The disease appeared again 
early in her 2nd pregnancy, but disappeared in 
the last months, only to relapse once more on 
the 8th day after delivery. Five subsequent 
pregnancies ended in abortion, 4 because of a 
prolapsed uterus, and the Sth by induction. 
There was a severe relapse of myasthenia at the 
beginning of each of these pregnancies, with a 
remission afterwards. A history such as this 
might well get fixed in the memory as an argu- 
ment for sterilization of a myasthenic woman. 

Longer series of observations have occasion- 
ally been published more recently. For ex- 
ample, 108 myasthenics were studied by 
Kennedy and Moersch (1937), who found 
that 7 patients had had 12 pregnancies, with 
aggravation of the condition in 5 and no 
apparent effect in 7. Those who were worse 
during pregnancy improved shortly afterwards 
or when the infant was weaned. Again Viets, 
Schwab, and Brazier (1942) studied 8 patients, 
and found that the myasthenia gravis was “ pro- 
foundly affected ” in most of them: there was 
often a remission of symptoms, sometimes 
complete, during the last 6 months, even though 
they had become worse in the first 3 months. 

Among the two series studied at Queen Square 
and at St. Bartholomew’s there were found 
to have been 27 pregnancies occurring during the 
course of the disease. Of these, 17 occurred 
before operation, 8 occurred after operation, and 
in 2 the disease began during pregnancy. 

The effects were as follows in 25 before and: 
after operation: in 17 before operation, 10 
improved, 4 worse, 3 unaffected; in 8 after 
thymectomy, 4 improved (3 complete relief), 1 
worse, 3 unaffected. 

It is obvious that the effect of pregnancy on 
the symptoms of myasthenia gravis is very 


* reason to regret it. 


variable, as is the disease in general to dn extra- 
ordinary degree: but many of the patients 
improved, in fact 10 out of 17, before any opera- 
tion had been done, and after thymectomy there 
was complete disappearance of symptoms in 
3 out of 4 who improved. In the two categories 
together there were 5 who became worse and 6 
were unaffected. 

Now the most important fact of all: the 27 
pregnancies produced 25 normal babies, since 
there was one pair of twins. Two were ter- 
minated by induction and there was only one 
miscarriage. One of the inductions was done 
because the patient was getting progressively 
worse; the other was done in the patient 
described at the beginning of these remarks and 
was probably unnecessary since the patient was 
not, as far as we know, getting worse. 

The general answer, therefore, to the question 
whether myasthenic patients should be allowed 
to have babies, is emphatically in the affirmative. 
Before thymectomy the majority of patients 
become better during pregnancy and nearly all 
of them will come safely through the confine- 
ment ever though they do not improve. After 
operation we have never seen any difficulties, 
and if there are any residual symptoms of myas- 
thenia those may completely disappear during 
pregnancy. 

In our series no thymectomies have been done 
actually during a pregnancy. Our general plan 
has been to steer the patient through her preg- 
nancy to term, and to operate at a convenient 
interval afterwards. When the operation has 
been done the patients are usually encouraged 
to have babies if they wish, and none have had 
No inductions have been 
advised by us at any time, and we believe that 
this should very seldom be necessary. No patient 
should ever be sterilized because she has myas- 
thenia gravis. 

I mentioned in relation to thyrotoxicosis that 
there was evidence of a two-way traffic through 
the placental circulation. We have naturally 
been deeply interested to see whether anything. 
comparable to this occurred in myasthenia 
gravis. Was the mother’s myasthenia ever com- 
municated to the infant? Did the infant’s 
thymus contribute to promote the welfare of the 
mother? 
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There are 8 reports in the literature of appar- 
ently myasthenic babies being born to myas- 
thenic mothers (Strickroot ef al., 1942; Bour- 
man, 1948; Stone and Rider, 1949; Levin, 1949; 
LaBranche and Jefferson, 1949; McKever, 1951). 
in one of them 2 successive myasthenic babies 
being born to a myasthenic mother (Wilson and 
Stoner, 1944). The evidence giving rise to this 
diagnosis in the infants was based on a weak 
cry, difficulty in sucking and swallowing, and 
inability to close the eyes. Three of these babies 
responded to injection of neostigmine. Of the 
whole 5, two died within 14 days of birth, but 
the other three survived and became normal 
within 2 to 4 weeks. 

Six of the continements in our series were con- 
ducted at St. Bartholomew's, and the babies 
were carefully examined by Dr. Aldren Turner. 
All were normal. One of those delivered at the 
patient’s home was reported by the mother to 
have had difficulty in sucking and in shutting 
his eyes but that he became normal within 4 
weeks. It is possible that this was a myasthenic 
infant which recovered. 

It seems, therefore, that a hormone from the 
mother’s thymus gland may affect the infant's 
neuro-muscular mechanism, but that the effect 
will usually pass off fairly soon, leaving a normal 
baby. Yet the myasthenic mother should cer- 
tainly be confined if possible in hospital, so that 
the infant may be properly observed and treated 
with neostigmine if any symptoms of myas- 
thenia are noticed. 

The theoretical explanation of myasthenia 
gravis is that an abnormal secretion is produced 
by the thymus gland, with or without the 
presence of a thymoma, which interferes with 
the production of acetylcholine by the nerve cells. 
This secretion, or thymic hormone, may reach 
the infant’s circulation in sufficient quantity to 
reproduce the symptoms in it to a mild degree, 
but the hormone is extraneous and affecting a 
fundamentally healthy infant so that the effect 
is Only transient. 


The other question as to whether the infant 
may contribute something to the mother can- 


not be answered. It is an observed fact that 
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many myasthenic women improve when preg- 
nant. It is also an observed fact, which I have 
not previously mentioned, that the myasthenia 
often becomes worse again within 3 weeks of 
delivery. This was found in about half the 
patients in the St. Bartholomew’s series. But it 
is impossible at present to attribute this to any 
active secretion coming from the infant’s thymus 
which no longer acts after delivery, since there 
is no evidence of any activity whatever in the 
normal thymus. That remains one of the 
mysteries of physiology. 
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THE CAUSES AND PREVENTION OF STILLBIRTHS AND FIRST 
WEEK DEATHS 


Part I: 


The Evidence of Vital Statistics 


BY 


EruHet H. L. Duncan, D. BaiRD, AND A. M. THOMSON 
Department of Midwifery, University of Aberdeen 


WasSTAGE of foetal life is measured by the 
abortion rate and the stillbirth rate, and 
that of infant life by the infant mortality rate 
(death rate during the first year). Infant 
mortality may be subdivided into the neonatal 
death rate (mortality during the first calendar 
month in Scotland, or during the first four 
weeks in England and Wales) and the post- 
natal death rate (remainder of first year). Deaths 
in the postnatal period and also during the later 
part of the neonatal period are mostly due to 
infections, whereas those occurring during the 
first week of life (which comprise about three- 
quarters of the total neonatal deaths) are mainly 
due to causes present during foetal life or result- 
ing from the process of birth. Accurate 
statistics relating to abortions are not easy to 
obtain, but a study of stillbirths plus first-week 
deaths (or of stillbirths plus neonatal deaths 
where necessary) covers nearly all deaths, other 
than abortions, the prevention of which is 
primarily the concern of the obstetrician. In this 
paper, we use the term “ obstetric ” death rate 
to mean the number of stillbirths plus deaths in 
the first week of life per 1,000 births (live and 
still). 

Research into the causes and prevention of 
obstetric deaths mustdeal not only with the broad 
statistical trends but also with detailed clinical 
phenomena. In this series of papers we shall 
describe the results of an investigation using 
both types of data. In this first paper we con- 
sider the wealth of information available in 
national and regional vital statistics, especially 
those prepared annually by the Registrars 
General for Scotland and England and Wales. 


This information is perhaps not so widely known 
and studied by clinicians as it might be, owing 
to the labour of collating and interpreting the 
figures. 

We shall show that a high obstetric mortality 
is found where social conditions are poor, and 
that reduction of this mortality has depended 
hitherto more upon improvements in the 
standard of living than on the provision of 
a more extensive and better maternity service. 
It is probable, however, that as the obstetric 
mortality falls medical skill becomes increasingly 
important in keeping it low and reducing it 
further. 


TRENDS IN OBSTETRIC MORTALITY 


Fig. 1 shows recent trends in the stillbirth and 
first-week death rates in the United States, 
Scotland, England and Wales, and the Nether- 
lands. The most remarkable feature is the 
improvement which took place during the war. 
In the Netherlands, which before the war had 
the lowest and most stable rate, the fall in still- 
births began abruptly in 1941, after the country 
was occupied by the German army. The still- 
birth rates for U.S.A. (white and non-white) were 
declining before the war, and continued to fall 
steadily throughout the war; indeed there was 
some acceleration of the decline in the non-white 
rate. In England and Wales the stillbirth rate 
showed a slight rise from 1929 to 1933, fell 
appreciably from 1935 to 1939, and then fell 
rapidly. The wartime improvement in the still- 
birth rate was a world-wide phenomenon, 
occurring in most countries for which reliable 
figures are available. The wartime decline in 
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Sullbirth and first week death rates in U.S.A. (white and non-white), Scotland, 
England and Wales, and the Netherlands, from 1928 


=. the first-week death rates was definite but 
less spectacular. In each country represented 
in Fig. | the fall in the stillbirth rate slowed 
down, hesitated, or even reversed itself when the 
war ended. 

The unexpected and dramatic improvement 
which occurred during the war needs detailed 
examination. Up to 1933 the stillbirth rate in 
England and Wales was rising, although during 
this period the maternity services were expand- 
ing. The fact that the unemployment rate was 
rising to its peak of 21.9 per cent of the insured 
population in 1932 at exactly this period is, 
however, probably significant. After 1933 a fall 
in the stillbirth rate began, coinciding with a fall 
in unemployment, which continued into the war 
years. The decline in the stillbirth rate acceler- 
ated after 1940 despite air-raids, removal of 
doctors into the services and of midwives into 
general nursing and increased employment of 
women These hardships appear to have 
been more than cancelled out, so far as still- 
births are concerned, by high employment 
levels and increases in wages. Woolf (1947) has 
shown that poverty (“* probably mainly mal- 


nutrition ”) has a very big effect on the stillbirth 
rate experienced in different areas of England 
and Wales, and has used unemployment rates as 
one of his main indices of poverty. In view of 
Woolf’s supposition that the effect of poverty 
on the stillbirth rate is mainly a question of 
malnutrition, it is significant that the acceleration 
of the decline in the stillbirth rate which began 
in 1941 coincided exactly with the introduction 
and elaboration of an enlightened food policy, 
bringing with it special priority supplies for 
expectant and nursing mothers (Ministry of 
Food, 1951). 

The fact that expectant mothers were treated 
as a priority group gave wide publicity not only 
to the importance of good nutrition during preg- 
nancy but also to the need for good antenatal 
care. During the war, in Aberdeen at least, 
women visited their doctors much earlier in the 
pregnancy than they did before the war. 

The suggestion has béen made that the 
evacuation of mothers from large cities and the 
organization of maternity units in reception areas 
may have played an important part in lowering 
the stillbirth and infant death rates during the 
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war. This is most unlikely, for three reasons. 
Firstly, the scheme operated on a large scale 
only in Great Britain, and cannot explain trends 
in other countries. Secondly, in England and 
Wales, 170,450 mothers were confined in 
emergency maternity units between 3rd Sep- 
tember, 1939, and 31st August, 1945 (Titmuss, 
1950), so that only about 4 per cent of births 
during this period were affected—a proportion 
too small to have had much effect on the national 
mortality experience. Thirdly, it is extremely 
doubtful whether mortality was in fact lower 
among the cases evacuated from the large cities. 
Titmuss gives a graphic picture of the wide- 
spread upset of family life, the shortage of 
maternity beds and midwives, the unsuitable 
nature of the accommodation into which many 
mothers were removed, the inadequate financial 
arrangements covering mothers billeted in private 
households and the open hostility with which 
mothers often regarded the scheme. While a 
very high standard of care was given in indi- 
vidual emergency maternity units, and a low 
mortality recorded, this was not generally true. 


In the light of facts in Titmuss’s official history, 
it may even be that the evacuation scheme as a 
whole tended to increase wastage of foetal and 
neonatal life. This point is referred to again in 
connexion with experience in London. 

During the years 1936-40 stillbirth rates in 
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England and Wales ran parallel with those of 
the U.S.A. (whites) but at a much higher level 
(Fig. 1). During the war years the gap was 
narrowed, probably for two main reasons: 
firstly, the U.S.A. white stillbirth rate being so 
much lower, less cha 3e could be expected from 
improved conditions; and, secondly, no organ- 
ized nation-wide food plan paying special heed 
to the nutritional requirements of the expectant 
mother was instituted in the U.S.A. Amongst 
non-whites in the U.S.A. the stillbirth rate was 
falling steeply before the war and there was 
actually a slight acceleration in the rate of fall 
in 1942 and 1943, a fact which might be ex- 
plained by the improved economic position of 
much of the coloured population resulting from 
fuller employment during the war years. 

Better standards of living cannot be the 
explanation of the trend in the Netherlands, for 
it is difficult to believe that enemy occupation 
improved the degree of material or nutritional 
well-being amongst the population, or, for that 
matter, the effectiveness of the medical services. 
If the fall in the stillbirth rate had been due to 
failure to register stillbirths rather than to a real 
fall, one would expect it to have been lower in 
1940, when the country was invaded, than in 
1939. 

To obtain further insight, the separate causes 
of death must be examined. Fig. 2 shows the 
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trends in stillbirth rates and in first-week death 
rates in Scotland, where the pre-war rates were 
relatively high. (Similar figures for England and 
Wales are not available.) There was a striking 
fall in stillbirths classified as due to “ ill-defined 
and unknown causes ” in 1941 and 1942, and in 
the first-week deaths due to “ congenital debility 
and premature birth.” It is likely that the 
fundamental reasons for death are much the 
same in both these groups and that it is largely 
a matter of chance whether the child is stillborn 
or dies soon after birth. Whatever influence 
produced this drop in obstetric deaths during 
the war it certainly operated mainly amongst 
the “ ill-defined “ cause group. (It has been 
ascertained that part of the fall from 1940 to 
1941 amongst stillbirths attributed to “ ill- 
defined and unknown causes” was due to 
improvements in registration procedure in the 
latter year. Since stillbirth registration in 
Scotland began only 2 years previously, the 
process of certification no doubt took a little 
time to stabilize itself. However, if we assume 
that the rise in 1941 among the other causes of 
stillbirth merely represents a transfer of cases 
from the ill-defined group, which is by no means 
certain, it would account for more than half 
but not all the difference in the fall in deaths 
due to “ill-defined and unknown causes ”.) 
From 1943 onwards a steady and considerable 
fall occurred in the stillbirth rates resulting from 
toxaemia and from antepartum haemorrhage. 


The fact that the main fall took place in the 
* ill-defined ” causes of death suggests that there 
was a considerable improvement from 1941 
onwards in the efficiency of the physiological 
mechanisms which govern the growth and 
vitality of the foetus. This improvement is not 
likely to have been due to better antenatal care; 
firstly, because the quality of antenatal super- 
vision did not improve suddenly at the height 
of the war, although expectant mothers probably 
visited a doctor or midwife earlier in pregnancy 
in order to have the priority food certificate 
signed; and, secondly, because the types of death 
which showed the greatest decrease are among 
the most difficult to influence by routine ante- 
natal practice. The only hypothesis which seems 
to fit the facts, so far as Scotland is concerned, 
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is that much of the reduction of obstetric deaths 
during the war years was due to improved 
economic conditions, probably assisted by the 
effects of scientific rationing. The temporary 
halt during 1945—46 and the continuing fall from 
1947 onwards are likely to have been due to 
much more complex influences which, however. 
will not be discussed at this point. 


~~~ OTHER Causes 
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Sullbirth rates by cause in the Netherlands, 1940-1949. 


The position seems to have been different in 
the Netherlands, which before the war had the 
lowest recorded rates. Fig. 3 shows the chang- 
ing trends in the causes of stillbirth during the 
war years taken from the paper of Hemmes 
(1947), amplified by data kindly sent to us 
by Posthuma (1952). The main reduction 
between 1940 and 1944 was in stillbirths due 
to toxaemia and other acute diseases of the 
mother, although there was also an appreciable 
fall in those due to “ accidents of birth.” It is 
not likely that medical care, economic circum- 
stances or the supply of protective foods were 
suddenly improved as a result of the German 
occupation. One possible explanation of the fall 
in the stillbirth rate due to toxaemia may be a 
reduction of over-eating during pregnancy. 
Many reports claiming beneficial effects on pre- 
eclamptic toxaemia by restricting the diet have 
been published. We do not feel able either to 
support or to refute this idea in relation to 
events in the Netherlands. 
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There was no comparable fall in the first-week 
death rate in the Netherlands. Local (Aber- 
deen) figures show that about two-thirds of the 
obstetric deaths due to toxaemia are stillbirths, 
and most of those born alive but dying within 
7 days are small and premature. The latter 
form a small proportion of all deaths during 
the first week, and a decrease in their incidence 
would not have much effect on the total death 
rate. This may possibly explain the Netherlands 
figures. 

The fact that in the U.S.A. the stillbirth rate 
is lower than in England and Wales, whereas 
the first-week death rate is higher seems to be 
due to different laws of registration. The United 
States definition of a stillbirth is as follows: 
“a fetus showing no evidence of life after com- 
plete birth (no action of heart, breathing or 
movement of voluntary muscle) if the twentieth 
week of gestation has been reached, should be 
registered as a stillbirth” (U.S. Bureau of the 
Census, 1940). Definitions in the various States, 
however, vary considerably not only with respect 
to the criteria for determining absence of life, 


but also as to the minimum gestation age for 
which a stillbirth report is required. In most 
States the minimum gestation age is defined as 


the Sth month or 20th week. In the United 
Kingdom a stillbirth is defined as “ any child 
which has issued forth from its mother after the 
28 week of pregnancy and which did not at any 
time after being completely expelled from its 
mother breathe or show any other sign of life.” 
In the Netherlands a stiilbirth is defined as: 

(1) Being at least 26 weeks old and 35 cm. 
long: 

(2) Not showing any sign of vital functions 
(breathing, heart action, or muscle 
twitches) after expulsion from the womb. 

The more rigid definition of “ no evidence of 

life” in the U.S.A. means that some births are 
registered as live which would be called still- 
births in this country, and the earlier qualifying 
gestation age means that both stillbirths and 
early neonatal deaths in the U.S.A. include cases 
which would be termed abortions in this country 
and hence not registered. 

It is interesting to note that before the war the 

Netherlands had a stable stillbirth rate of about 
25 and a first-week death rate of about 17 
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(obstetric mortality about 42 per 1,000). These 
rates might at that time have been considered 
optimal. Yet, in 1943, the Netherlands had 
attained an obstetric death rate of 32.4. The 
Biological and Medical Committee of the 
Royal Commission on Population (1950) re- 
corded its opinion on the situation in Britain as 
follows: “ The fact that a fall of such magni- 
tude has recently occurred naturally diminishes 
the field for further gains. There is no doubt, 
however, that the stillbirth rate can be further 
reduced. The main routes to this end are the 
improvement of obstetric practice, including 
more thorough antenatal care, and the mainten- 
ance and extension of policies to improve the 
nutrition and living conditions of poorer 
mothers. Progress along these lines might 
reduce even the present low stillbirth rates 
materially, perhaps to 18 per 1,000 or even 
less.” Again, “It seems reasonable to hope 
that the neonatal mortality might be reduced to 
15 or even lower”. These targets for the still- 
birth rate and the neonatal death rate corre- 
spond to an obstetric mortality of about 30 per 
1,000, which may be accepted as a reasonable 
national goal. It must be remembered, however, 
that among those sections of the British popu- 
lation who are healthy and live in the best 
social conditions, who have first babies before 
the age of 30, who limit the total number of 
children to 3 or 4, and who are cared for by 
specialists, neither the stillbirth rate nor the 
neonatal death rate need exceed 10 (Baird, 1947). 
While it may be difficult to achieve this standard 
on a national scale, it is obviously a biological 
possibility. 
THE INFLUENCE OF AGE AND PARITY 


It is well known that the stillbirth rate is 
higher in Ist than in 2nd pregnancies and that it 
then rises slowly with parity, also that the still- 
birth rate rises with maternal age in each parity. 
Fig. 4 illustrates these trends for Scotland, 1939 
10 1946 (McKinlay, 1950), and for England and 
Wales, 1940 to 1945. An interesting feature is 
that age for age and parity for parity the Scottish 
rates are higher than the English, and that the 
age and parity trends are steeper. Probably 
these differences are reflections of the poorer 
economic and social conditions in Scotland, 
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especially during the years between the wars, 
when many of the women confined during 
1939 46 were growing up. It seems reasonable 
to suggest that, where the environment is and 
has been more favourable, stillbirths are fewer, 
physiological ageing of women is less rapid and 
physical deterioration with parity is less marked. 
The effect of wartime conditions on stillbirth 
rates in Scotland and in England and Wales is 
shown in Fig. 5, where the logarithmic scale 
enables the rate of change within each parity 
group to be compared directly. It shows that in 
both countries the improvement relative to pre- 
war rates was greatest in Ist births and decreased 
as parity rose, slowly at first but more rapidly 
after the 4th birth. This is particularly striking 
in Scotland, where the wartime improvement 
among the high parities was very slight. Table I 
shows that the percentage improvement from 
1939 to 1948 was slightly greater in England and 
Wales than in Scotland among Ist births, but 
very much greater for 7th and later births. The 
table also shows that in both countries the pro- 
portion of births in the high parity group fell, 
but remained substantially higher in Scotland. 
These findings show not only that there are 
fewer women in England and Wales having large 
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Percentage fall in iegitimate stillbirth rate in ist and 
high parity births, and percentage of high parity births 
occurring. Scotland, and England and Wales, 1939 
and 1948 
Percentage fall in 
Legitimate Still- 
birth Rates 
between 
1939 and 1948 
Ist 7th births 
births and over 


37.9 15.1 


Percentage of 
7th births and over 
(live, legitimate 
births) 


1939 


1948 
Scotland 46 
England and 


Wales 39.8 


24.7 4.9 2.5 


families but also suggest that those who do are 
fitter and respond more effectively to improved 
conditions than women of the same parity in 
Scotland. It is unlikely that the Scottish women 
are basically less intelligent than corresponding 
groups in England and Wales. The likely 
explanation is that Scotland was very much more 
affected by unemployment between the wars, 
and housing in Glasgow and Clydeside was 
worse than anywhere else in Britain (Department 
of Health for Scotland, 1946). Such living con- 
ditions impair the flexibility and initiative of 
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Stillbirth rates by order of birth in Scotland, and in England and Wales, 1939 and 1948. 


people, who then become less likely to make 
efficient use of new social services. Again, 
Glasgow was for long notorious for rickets and 
the high proportion of small stunted people in 


the population. Where there is such permanent 
physical damage, reproductive performance 
may also be permanently impaired, so that there 
may be a less effective response to improvements 
in diet during pregnancy. 

The importance of youth in securing a low 
stillbirth rate is probably not sufficiently 
realized. In England and Wales mothers aged 
16 to 19 having a 2nd or 3rd baby had a stillbirth 
rate under 20, despite the well-known fact that 
such young mothers with several children often 
live in very poor social circumstances. This 
suggests that birth spacing is not of prime im- 
portance for a low stillbirth rate, provided the 
mother is young. It must be remembered, how- 
ever, that the infant mortality rate in such cases 
is high, and, while such deaths are usually due 
to infection, poor health and vitality of the 
infant may be a predisposing cause. The data 
in Figs. 4 and 5 are consistent with the hypo- 
theses that (a) the babies of young mothers are 
less likely to be stillborn, (b) where social con- 
ditions are poor stillbirth rates are higher in each 
age and parity, and (c) recent social improve- 
ments have had a proportionately lesser effect 


amongst high parity mothers who are mainly 
from the poorer social classes. The effect of 
maternal age and parity on first-week mor- 
tality is not known, but Burns (1942) and Baird 
(1945) have shown that the trends of neonatal 
mortality are somewhat similar to those of 
stillbirths. 


THE EFrrects oF Soctat CLASS 


The foregoing discussion shows that social 
influences cannot be interpreted without taking 
into account the effect of age and parity, which 
vary considerably with social class. Table Il 
shows the ages of primiparae in relation to the 
social classification used by the Registrar- 
General for Scotland. The proportion of very 
young primiparae—aged under 20 years—trises 
from 1.3 per cent in Social Class I (the profes- 
sional and well-to-do class) to 14.8 per cent in 
Social Class V (the unskilled workers). Con- 
versely the proportion of elderly primiparae 
(aged 30 or more) falls from 28.5 per cent in 
Social Class I to 14.2 per cent in Social Class V. 
Table III shows the “ birth order ” distribution 
in relation to Social Class. Only 8 per cent of 
births in Social Class I are 4th births or over, 
the proportion rising to 28.7 per cent in Social 
Class V. The change is even more striking 
among 7th births and over which rise from 0.4 
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Distribution of maternal ages at birth of first child by Social Class. Legitimate live births, Scotland 
1949-50 (Registrar-General for Scotland, 1951, provisional figures) 


Age distribution in each 
Social Class (per cent) 


il IV 


1.3 8.3 

25.6 44.5 

446 31.0 

19.5 10.5 

7.8 98 47 

40 and 1.2 2.0 1.1 
over 


12.6 
48.1 
25.3 
8.7 
44 
1.0 1.3 


48.5 
8.5 


All ages 100.0 100.0 100.0 100.0 100.0 


per cent to 8.6 per cent as social status deterio- 
rates. Expressing these trends in a different 
way, the right-hand side of Table III shows that 
Social Class V, which produces 12 per cent of 
all legitimate live births, accounts for 24.2 per 
cent of 7th and later births, whereas Social 
Class | is responsible for 3.6 per cent of all births 
and only 0.4 per cent of 7th births and over. 
The interplay of Social Class, age and parity 
appears to be of particular importance in inter- 
preting differences between regions and cities. 
Fig. 6 shows the stillbirth rates in Glasgow, 
Edinburgh, and Aberdeen, compared with those 
of Scotland as a whole, during the period 
1939-50. The Glasgow rates are higher than the 
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national average, and those for Edinburgh and 
Aberdeen are lower. 

There is a striking parallelism between the 
Edinburgh and the Aberdeen trends which does 
not extend to Glasgow. The most probable 
explanation of this phenomenon seems to be as 
follows. Although Edinburgh is much larger 
than Aberdeen, it has similar physical charac- 
teristics and similar standards of amenities and 
living conditions. If it is accepted that the 
parallel behaviour of the stillbirth rate in two 
cities 100 miles apart is not due to chance, it is 
necessary to postulate a national or international 
cause acting upon the whole population of the 
country and producing a similar response 
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Distribution of birth orders by Social Class. Legitimate live births, Scotland, 1949-50 (Registrar-General tor 
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among similar groups. Such a cause could be 
a national rationing scheme, together with a 
national improvement in socio-economic con- 
ditions. The effect on Glasgow was not similar 
probably because conditions in that city were 
very different from those in Edinburgh and 
Aberdeen. This general proposition can be 
illustrated by considering certain details in 
Fig. 6. 

The fall in the Aberdeen and Edinburgh still- 
birth rates started about two years earlier than 
in Glasgow. As mentioned previously, the 
amount of unemployment and slum life in 
Glasgow was notorious during the 1930s, and 
as a result many of its working-class citizens 
(skilled as well as unskilled) were stunted and in 
. poor general health. Glasgow also had a high 
proportion of large families compared with 
Edinburgh and Aberdeen. It is, therefore, not 


surprising that improved economic conditions 
and the rationing arrangements failed to pro- 
duce an immediate effect on the stillbirth rate 
early in the war. Improvement may have been 
delayed also by the disturbance of heavy air- 
raids on Clydeside in 1941. After this initial 


delay, however, the stillbirth rate in Glasgow 
began to fall, as elsewhere throughout the 
country. 

In 1946, the stillbirth rate rose sharply 
both in Aberdeen and Edinburgh, fell in 1947, 
rose again in 1948, and then fell quickly, 
whereas in Glasgow there was only a small rise 
in 1946 followed by a steady fall. We will pro- 
duce evidence in a later paper suggesting that in 
Aberdéen the most probable cause of the 
post-war rise was a sudden increase of births, 
especially Ist births, together with over-load- 
ing of the maternity services. The striking 
similarity of the Edinburgh figures suggests that 
similar causes operated there. Conditions in 
Glasgow were not similar to those in Edinburgh 
and Aberdeen. The birth rate, for example. 
throughout the war years was between 18 and 20 
per 1,000, while in Edinburgh and Aberdeen it 
was between 15 and 17. In 1945, the stillbirth 
rate was very much higher, and almost certainly 
a much larger proportion of the stillbirths there 
were contributed by mothers of high parity. As 
a result, the rise in the birth rate, which was 
confined according to national statistics almost 
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rates in Scotland, Glasgow, Edinburgh 
and Aberdeen, 1939-1950. 


Stillbirth 


entirely to Ist, 2nd, and 3rd births, had less effect 
on the over-all stillbirth rate in Glasgow, 
particularly as the Glasgow birth rate rose by 
only 2.9 per 1,000 between 1945 and 1946 as 
compared with 4.1 and 4.9 in Edinburgh and 
Aberdeen respectively. 

Further evidence of the importance of stand- 
ards of living can be adduced by comparing 
trends in regions of England and Wales having 
different socio-economic characteristics, and for 
present purposes we have extracted data from the 
following four regional divisions: Greater 
London; Midland I (Gloucestershire, Hereford- 
shire, Shropshire, Staffordshire, Warwickshire, 
and Worcestershire); North IV (Lancashire, 
Cheshire); and Wales | (Brecknockshire, Car- 
marthenshire, Glamorganshire, and Monmouth- 
shire). These regions are in declining order of 
general prosperity, especially under the con- 
ditions which prevailed before the war. Fig. 7 
shows the stillbirth rates and Fig. 8 the neonatal 
death rates, the latter being partially broken 
down by cause (causes of first-week deaths and 
of stillbirths are not available). As expected, 
the death rates are arranged in order of regional 
prosperity. 

Considering Fig. 7 first, it will be seen that 
the stillbirth rate rose appreciably in the two 
areas suffering most from the industrial depres- 
sion of 1930-32, namely: Wales I and North IV, 
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whereas there was only a very small rise in 
London. During the pre-war recovery period 
the greatest fall in the stillbirth rate took 
place in Wales, whereas in London there was 
only a slight fall beginning in 1938. It should 
also be noted that the pre-war rate remained 
stable in London despite expansion of the mater- 
nity services during the 1930s. With the onset 
of war there was an immediate acceleration of 
the decline in the stillbirth rate in Wales I and 
in North IV, while, by contrast, there was a 
slight increase during 1941 in London, probably 
as a result of air-raids and the upset of evacua- 
tion. 

It will be noticed that whereas the stillbirth 
rate in Wales I is well above that of North IV 
(Fig. 7), the neonatal death rates in these regions 
are not dissimilar, and actually cross over 
between 1943 and 1948 (Fig. 8). Part of the 
explanation may be a difference in interpreta- 
tion of what is a stillbirth, The Registrar 


General for England and Wales (1951) and 
Sutherland (1949) have shown that during certain 
years the death rate during the first 30 minutes 
of life is lower in Wales than in other regions, 


while it is higher during the period 30 minutes 


Sullbirth rates in 4 regions of England and Wales, 
1928-1949. 
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NEONATAL DEATHS PER 1000 LIVE BIRTHS 
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Neonatal death rates in 4 regions of England and 
Wales, 1939-1949 (all causes and “ ill-defined ~ 
causes) 


to 24 hours. Thus, some of the very early neo- 
natal deaths in Wales may be registered as still- 
births. The phenomenon, however, does not 
recur every year, so this may not be the whole 
explanation. 

Detailed study of the causes of neonatal deaths 
shows that most of the differences in rates 
between the regions, as well as most of the 
wartime decline, is attributable to a decline 
in deaths from “ ill-defined causes ”, i.e. prema- 
turity, congenital debility, asphyxia, and atelec- 
tasis. This confirms what was shown earlier for 
stillbirths in Scotland, and gives further weight 
to the hypothesis that general socio-economic 
and nutritional conditions have a major share in 
determining the stillbirth and neonatal death 
rates in a given area at a given time. The post- 
war rise (1945-46), which is clearly apparent 
only in the neonatal mortality trends, was 
scarcely felt in Greater London, and was pro- 
gressively more marked in Midland I, Wales I. 
and North IV. Analysis of the causes of neo- 
natal deaths in each region during the period 
1944-47 shows that the rise was not confined 
to the “ ill-defined ” group, but was distributed 
irregularly among most causes of death. This 
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supports the view—already reached in respect 
of the post-war rise in the stillbirth rate in 
Edinburgh and Aberdeen—that the post-war 
rise in mortality was not due primarily to 
to a deterioration of socio-economic conditions. 
A sudden increase in the birth rate throws a 
strain on the maternity services, and it may be 
that the rise in the neonatal death rate was 
greatest in those areas with least resources to 
deal with unexpectedly large numbers of pre- 
mature and weakly babies. At the end of the 
war all regions showed a temporary halt in the 
falling stillbirth rate and except in London, a 
temporary rise in the neonatal mortality. It is 
possible that London coped more successfully 
with the post-war rise in births than did other 
regions, by having better organized and more 
resourceful maternity services. 

Fig. 9 shows the combined stillbirth and 
neonatal death rates by Social Class in Scotland 
from 1939 to 1949. Unfortunately no figures 
are available for the years 1940-43, and in some 
of the social groups the numbers of cases are 
relatively small, but these are the only regularly 
published data of the kind which are available. 
The combined stillbirth and neonatal death rate 
(which is only slightly higher than the obstetric 
mortality) fell in all classes between 1939 and 
the post-war years. In 1939 the stillbirth rate 
amongst Social Class ITI in Scotland was similar 
to that in Social Class V, the rate for Social Class 
IV being somewhat lower than either. From 
1944 onwards the rates range themselves in 
order of Social Class. The Registrar-General’s 
Annual Report (1943) gives the following figures 
for the year 1939: 


Social class Il 


Counties (excluding large burghs) 48.7 


Scotland ... . 445 


In urban areas the rates are similar in each 
social class, whereas in rural areas the rates are 
very much higher in Social Class III than in 


Social Class IV. It should also be noted that 
both rates amongst Social Class III are higher 
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Combined stillbirth and neonatal mortality per 1,000 
total births in each Social Class. Scotland, 1939, 
1944-1948. 


in county areas, but the reverse is true for Classes 
IV and V. A possible explanation is that the 
majority of the mineworkers live in small towns 
and villages and remained in very depressed 
social conditions until after 1939. On the 
other hand, many non-urban workers in Class 
IV are agricultural workers and fishermen, 
amongst whom the effects of industrial depres- 
sion, particularly on their food supply, were not 
so severe. 

Considering the wartime fall by Social Class, 
the fall proportional to the 1939 rate was greatest 
in Social Classes I, II, and III, and least in 
Classes TV and V. Using the similar trends in 


Stillbirth rates 
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stillbirths, McKinlay (1950) has shown that the 
fall in the national stillbirth rate from 1939 to 
1946 cannot be explained by the minor changes 


in age and parity which took place. He has 
pointed out (1948) that the stillbirth rate 
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between 1939 and 1945 improved more in Social 
Classes I, I, III, than in Classes IV and V, and 
that “in view of the importance . . . attached 
to the influence of unsuitable or inadequate 
diet in magnifying the early loss of life, the 
actual findings, for Scotland at least, are rather 
the reverse of expectation. ... If it be true that 
Social Class differences of dietary were mini- 
mized or effaced by the intra-war action taken 
to safeguard mothers in this respect, it is clear 
that simultaneously during that time pregnant 
women, particularly in Social Classes [TV and V, 
were subjected to some factor or factors the 
influence of which outweighed the benefits of the 
supplements.” There is, of course, no doubt 
that nutritional levels improved throughout the 
United Kingdom during the war years among 
the working classes (Ministry of Food, 1951). We 
have already sk »wn that Social Classes IV and V 
in Scotland contain a relatively large proportion 
of high multiparae and of primiparae under 20 
years of age. The stillbirth rate among the 
former did not improve much during the Wat 
(Fig. 5). Scottish vital statistics show that about 
one-quarter of births to mothers under 20 years 
of age are illegitimate, and local (Aberdeen) 
experience has shown that a high proportion of 
the very young married primiparae are poorly 
educated girls who marry after conception, who 
cease work and begin attending the antenatal 
clinic comparatively late in pregnancy and who 
ure not very receptive to health education. The 
official stillbirth rates in Scotland for primiparae 
under 20 show large annual fluctuations so that 
it is not easy to decide how much improvement 
took place during the war, but certainly there 
was no consistent and dramatic fall. Social 
Classes TV and V also contain most of the 
“problem families" and the chronically 
unemployed. With such handicaps, these 
Classes could not be expected to make rapid and 
effective use of the welfare food and other 
schemes for expectant mothers, and so it is pot 
surprising that their obstetric mortality failed 
to show a marked improvement. In Social 
Class Il, on the other hand, the proportion of 
“ refractory ” cases is much lower, and, in fact. 
the combined stillbirth and neonatal death rate 
in this class showed the steepest fall between 
1939 and 1945, suggesting that at least the 
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skilled workers (who contribute more than half 
the total births) did respond rapidly to improved 
conditions, including improved nutrition. In 
Social Classes I and II there are few “ problem 
groups ", and it must be accepted that pre-war 
nutritional levels were, on the whole, reasonably 
satisfactory. However, there is little doubt that 
the women in these Classes, who are better 
educated, rapidly made full use of the rationing 
scheme, together with all educational, medical, 
and other facilities available. 

It is not improbable that events in Social 
Classes I and II followed a pattern somewhat 
similar to that already noted in the Netherlands. 
Both had in 1939 a comparatively low stillbirth 
rate, and it has already been shown (Fig. 3) that 
the wartime fall in the Netherlands was due 
mainly to fewer deaths following toxaemia. It 
is not possible to break down the published 
Scottish figures by cause as well as by Social 
Class to see if the fall in Social Classes I and 
II in Scotland also was due to fewer deaths from 
toxaemia. It is, however, interesting that an 
analysis of patients attending a private nursing 
home in Aberdeen showed a fall in stillbirths 
during the war years, largely because there were 
fewer deaths due to toxaemia. In Aberdeen. 
however, the maternity services undoubtedly 
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improved during the same period in which social 
and nutritional improvements were also taking 
place. In general, all that can be said is that 
the fall in obstetric deaths among Social Classes 
I and II is likely to have been due to complex 
factors, different in many respects from those 
which were operative in the poorer Social 
Classes. 

As is well known, the evil effects of poor social 
conditions on mortality become more obvious 
after the neonatal period. Fig. 10 shows the 
stillbirth, neonatal, and postnatal death rates in 
Scotland among different Social Classes in 1948. 
The postnatal mortality rate was about 3 times 
as high in Social Class V as in Social Class I, 
and the total wastage (stillbirths plus infant 
mortality) about twice as much. 


THe EFrect OF OBSTETRIC AND PAEDIATRIC 
CARE 


The vital statistics which have been presented 
show no evidence that improvements in medical 
care or advances in technique have contributed 
greatly to the wartime decline; nor can the 
disparity of mortality rates or the differences 
between regions and different Social Classes be 
wholly explained by varying standards of 
medical care. Yet it is obvious that good 
obstetrics must play a great part in preventing 
deaths from birth trauma and asphyxia, and 
that better antenatal and paediatric facilities 
should reduce the number of deaths due to pre- 
maturity. 

Skilful management of labour is especially 
important in dealing with the elderly primipara 
and high multipara. If social conditions con- 
tinue to improve, very large families will become 
fewer, and there will be a greater proportion 
of first births. Simultaneously, the proportion 
of deaths attributable to “ physiological failure ” 
will decline, and so other causes, such as difficult 
labour, pregnancy toxaemia and deformity, will 
become relatively more impértant. Social 
improvement will therefore result in an increased 
need for the skilful management of pregnancy 
and labour. The role of medical skill in the 
prevention of obstetric deaths cannot be illu- 
minated adequately from official vital statistics, 
and will be discussed in a later paper. 
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The most important fact in the data presented 
is that stillbirths and first-week deaths fell 
abruptly in many populations throughout the 
world during the war years. Such a sudden and 
widespread effect cannot be attributed to the 
application of new medical skill. No new 
advance in medical knowledge—comparable in 
effect to the introduction of the antibiotics— 
came into use in 1941 and 1942 suddenly and 
markedly to improve the chances of survival of 
the foetus. A large proportion of obstetric 
deaths was and still is due to vague and ill- 
defined conditions which, so far as present 
knowledge goes, point to “ physiological 
failure ” of the organism during pregnancy. Such 
conditions would be expected to become less 
with improvements in the nutritional and general 
health of women, not merely during pregnancy 
but also during growth and adolescence. The 
vital statistics presented suggest that, in fact, the 
elimination of the grosser forms of poverty, with 
all that they implied, together with the provision 
of assured supplies of inexpensive and nourish- 
ing foods to expectant mothers in the United 


Kingdom was accompanied by a remarkable 
reduction of obstetric deaths, mainly those from 


ill-defined causes. It is difficult to believe that 
this was not cause and effect, at least so far as 
Social Classes III, ITV, and V are concerned, 
which contribute about 85 per cent of the births. 
In Social Classes I and II, the picture is probably 
more complicated, and the evidence available 
suggests that at least part of the explanation is 
the reduction of deaths due to toxaemia. 

The age and parity composition of populations 
plays a considerable part in determining 
obstetric mortality. Therefore, if the effects of 
social conditions on the obstetric death rate are 
to be studied accurately, the age and parity 
groupings must be known and allowed for. For 
comparison of experience between cities, and 
particularly between hospitals in which the 
patients may be highly selected, it is necessary to 
know not only the age and parity distributions, 
but also something about the social background 
of the mothers. To take an extreme case, an 
expensive private nursing home may take in a 
majority of primigravidae of whom many are 
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elderly though in comfortable circumstances. 
whereas a free hospital in an industrial city may 
take in many slum dwellers with a high propor- 
tion of young primigravidae and women of high 
parity. The kind of patient dealt with may 
determine the mortality experience in each 
institution just as much as the quality of care 
provided. 

As stated earlier, the lowest obstetric mortality 
is to be found in communities or groups in which 
most women are healthy and have always lived 
in a good social environment, have their first 
pregnancy before the age of 30, limit their 
families to 3 or 4, and in which skilled medical 
attention is available. Under such conditions, 
the obstetric death rate can be brought as low 
as 20 per 1,000. Such a target for the whole of 
Britain is Utopian at present, but there seems 
no good reason why the national average cannot 
be reduced to 30 or less, from the rates in 1948 
of 38 in England and Wales and 47 in Scotland. 


We are grateful to the Registrar-General for 
Scotland for providing us with data from which 
the figures in Tables II and III were calculated, 
and for permission to publish these tables; to 
Dr. J. H. Posthuma for sending us recent statis- 
tics from the Netherlands; to Mr. J. A. Heady 
and Mr. R. Illsley of the Social Medicine 
Research Unit, Medical Research Council, for 
providing some other material; and to Dr. F. E. 
Hytten, for advice and for assistance with 
illustrations. 
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THE SIGNIFICANCE OF FITS IN ECLAMPSIA* 


BY 


R. R. Macintosu, D.M., F.R.C.S.E., D.A. 
Nuffield Professor of Anaesthetics, University of Oxford 


Tue word “ eclampsia ™ is made up from ec (out 
of) and lampein (to shine), and the compound 
verb, meaning to flash, may have been sug- 
gested by the visual aura of streaks of light 
that frequently precedes an eclamptic seizure. 
Hippocrates used the term to describe a fever 
“ bursting forth violently ” (Hippoc. Vetus. Med. 
16) and the “ sudden development ” (Galen, ed. 
Kuehn, 17a, 824) at the onset of puberty, and 
the word may have been introduced into 
obstetrics in either of these senses—-the allusion 
being to the dramatic onset of the convulsions. 
I feel it necessary to stress the derivation of the 
word, because Americans often write and speak 
of “ eclampsia without fits”, and in an important 


book published in this country only last year 
Kellar (1950) refers to “ eclampsia without con- 


vulsions”. This, to me, is as meaningless as 
saying that a patient suffered from pyrexia 
without having a high temperature. 

An essential feature of eclampsia is fits. The 
patient is advanced in pregnancy, or has just been 
delivered. She is suffering from toxaemia of 
pregnancy, as shown by hypertension, oedema, 
and possibly albuminuria, and there may be 
oliguria or anuria. 

The anaesthetist may be called in to help in a 
case of eclampsia for any of three reasons: 
(1) to control the fits; (2) to give an anaesthetic 
for delivery; or (3) to promote the secretion of 
urine. I intend only to discuss the fits, and their 
immediate treatment. In my view, it is necessary 
for me to say something about fits in general, 
and give a thumb-nail sketch of the electroen- 
cephalogram (or E.E.G. for short) because I 
believe obstetricians and anaesthetists welcome 
a brief, even if over-simplified, exposition of 


* Based on an address to the Institute of Obstetrics 
and Gynaecology, London, on 15th October, 1951. 


minor mysteries of other specialties which 
impinge On their own. 

An E.E.G. is a record, magnified several 
millions of times, of the electrical activity of the 
cortical cells of the brain, in their resting state. 
Each oscillation of the record represents a change 
in potential resulting from an electrical discharge 
from a group of cortical neurones. The voltage 
of the discharge is shown by the amplitude of 
the wave. 

A normal rhythm consists of between 8 and 
12 oscillations a second, which are reasonably 
uniform both in spacing and magnitude—and 
this is generally referred to as an alpha rhythm. 
Here the electrical discharges from the groups of 
cortical cells vary little in frequency or intensity : 
and it is on deviations from this alpha rhythm 
that convulsion proneness is detected. 

Epileptics are revealed in the E.E.G. by a slow 
rhythm, usually of high voltage; and the con- 
vulsion-threshold is low in patients who show 
marked changes in rhythm-frequencies in any 
One reading. 

It may be that the aura which immediately 
precedes an epileptic seizure is due to a patho- 
logical focus of excitation of cortical cells which 
by summation or facilitation, i.e., because of high 
voltage or high frequency, spreads to neighbour- 
ing groups of neurones until enough of the cortex 
is involved to precipitate a classical convulsion. 

Fig. | shows electroencephalograms. Unfor- 
tunately, the time and voltage scales are not the 
same in each. In the top tracing of a normal 
individal the regularity both of frequency and 
voltage is very striking. The second tracing is 
of a known epileptic between attacks. There are 
periods of low frequency and high voltage— 
so-called theta waves—followed immediately by 
a spell in which the frequency is high and the 
voltage low. This is a good example of cerebral 
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dysrhythmia, a word coined and applied by 
Lennox (1939) to this abnormality. At the com- 
mencement of the third record, too, cerebral 
dysrhythmia is apparent; and half-way through 
the diagnostic wave-and-spike rhythm shows 
that the patient has been overcome by a petit mal 
attack. The last record was taken during a major 
epileptic seizure. A virtually identical tracing 
can be made from a patient during electrical con- 
vulsion therapy for mental depression. 

In making an E.E.G. records are taken for 
about 15 minutes as abnormalities may be 
expected to reveal themselves in that time. 
During this period about 80 per cent of known 
epileptics give evidence of cerebral dysrhythmia. 
In the remaining 20 per cent irregularities may 
be provoked by hyperventilation, or by flashing 
lights in front of the eyes. 

Of the total population 0.5 per cent—1 in 
every 200--suffer from epileptic attacks, but in 
addition 12 per cent of the apparently normal 
population display cerebral dysrhythmia, pre- 
sumably an inherited characteristic. There is 
a reason for believing that those in this group 
are more convulsion-prone than the remaining 
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88 per cent who do not exhibit these irregular 
cortical discharges. 

For years anaesthetists have been familiar 
with convulsions occurring during anaesthesia. 
Until recently “ anaesthetic convulsions ” were 
regarded as an entity and a large variety of 
errors in administration have been blamed for 
their onset. A typical flogging-horse was impure 
ether, but the impurities were nebulous; and this 
theory lost any conviction it ever had when an 
adventurous anaesthetist found that ether out of 
the same bottle provided tranquil anaesthesia in 
other patients. 

A step in clearing up the mystery of the cause 
of these fits was taken by the neurologists 
Williams and Sweet (1944). They collected 22 
apparently normal individuals who had had con- 
vulsions during anaesthesia and investigated 
them by E.E.G. They found that in 73 per cent 
of these the E.E.G. revealed cerebral dys- 
rhymthia and came to the simple conclusion that 
“ anaesthetic convulsions ” occur in patients pre- 
disposed to convulsions—those in whom there is 
an inborn but latent epileptic liability. 

Some time after this, in taking the history of a 
woman recovering from eclampsia, I elicited the 
fact that a half-sister had died during a fit in 
infancy. On reading the article by Williams and 
Sweet again I found that I had overlooked a 
reference to a paper by Rosenbaum and Maltby 
(1943) in which they report an investigation into 
the E.E.G. of 40 patients suffering from toxaemia 
of pregnancy, to see why half of these had con- 
vulsions as part of the syndrome and the others 
remained convulsion-free. They found that of 
the 20 patients who had convulsed 65 per cent 
had cerebral dysrhythmia, while this abnormality 
was present in only 10 per cent of the other group 
of 20. 

Our own work along these lines has been very 
modest but suggestive. During the past 4 years 
we have had 33 admissions to our hospital for 
eclampsia. We selected 6 solely because they 
happened to live near the hospital and asked 
them to attend for an E.E.G. Five of the 6 had 
cerebral dysrhythmia. We then wrote to all the 
eclamptics—except the fatal cases and single 
women—to enquire if there was a family history 
of fits. Of the 21 replies only 6 (30 per cent) 
gave a positive history, but this figure is prob- 
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ably much too low because of ignorance, and 
of a natural reluctance to lay bare in writing 
another skeleton in the family cupboard. A 
personal interview would probably be more 
fruitful. For instance, one patient vehemently 
denied any family history of fits but volunteered 
that she herself had had “ attacks of coma” 
when cutting her teeth, and during illness as a 
child. 

Certain aspects of fits, 1 think, are clear. All 
of us will convulse if the stimulus is severe 
enough—-e.g., a strong electrical shock, or acute 
asphyxia. Some of us, because of inherited pre- 
disposition, will convulse from lesser pathologi- 
cal insults than others. There is quite a long list 
of such insults which tend to precipitate convul- 
sions, and in it must be included the “ toxins of 
pregnancy ”, whatever they may be. Whether 
a patient convulses or not depends on three 
things : (1) the inherent stability or uniformity of 
the cortical discharges; (2) outside factors which 
tend to upset the rhythm; and (3) outside factors 
which tend to steady it. 

In the known epileptic the cortical discharges 


are markedly irregular already, and become 
grossly so from time to time without obvious 


cause. In other patients with cerebral dys- 
rhythmia an indication of the degree of instability 
—~or in other words the ease with which con- 
vulsions can be started—is given by the E.E.G. 

Pask (1942) was the first anaesthetist to throw 
any helpful light on the subject of convulsions; 
and he threw it in good measure. He pointed out 
that what were then thought to be specific 
“anaesthetic convulsions”, i.e., convulsions 
attributable to the anaesthetic, might well be just 
convulsions occurring in a patient who happened 
to be anaesthetized. He held that the convulsion 
threshold of any individual varied from time to 
time, and is affected by a variety of circum- 
stances. He enumerated a list of factors which 
predispose to convulsions—anoxia, overheating, 
emotion, etc.; and a list of inhibiting factors— 
barbiturates and morphine. Whether a patient 
had convulsions or not was influenced largely 
by the balance between these extraneous positive 
and negative influences. The anaesthetic, far 
from being a primary, was a very secondary 
factor in causation. 

Whether a patient has convulsions or not may 
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depend on some quite small factor. 1 remember 
some years ago a child of 12 who developed con- 
vulsions under general anaesthesia, just as an 
operation for removal of glands of the neck was 
about to be commenced. The operation was 
postponed for a week, and then, as far as we 
knew how to, all the previous conditions were 
deliberately reproduced; but this time anaes- 
thesia and operation were uneventful. 

I do not believe that eclampsia is an entity, 
nor that the occurrence of fits in a pregnant 
woman gives any real indication of the gravity 
of that particular case. We have seen that among 
people with cerebral dysrhythmia there are some 
with convulsion thresholds lower than others; 
and a convulsion here is merely a reflection on 
the patient’s epileptic diathesis, and not on the 
severity of the toxaemia precipitating the seizure. 
A more stable personality is more resistant and 
will convulse only when the stimulus is more 
intense. The mounting toxaemia, shown clinic- 
ally by rising blood-pressure, oedema, and 
albuminuria, ultimately reaches proportions 
which throw a reasonably stable cerebral rhythm 
off balance; and a convulsion here indicates a 
grave underlying cause. And in some women 
the cortical discharges are so inherently stable 
that toxaemia of pregnancy can reach the extreme 
degree where the patient dies of cerebral haemor- 
rhage, heart failure, oedema of the lungs, cortical 
necrosis of the kidney, necrosis of the liver, or 
associated obstetrical accidents, without any 
suggestion of twitching or fits. The pathologist 
in our district reports that during the past 10 
years there have been 19 deaths from toxaemia 
of pregnancy, and of these 8 did not have con- 
vulsions. 

I have 2 recent cases in our own practice to 
illustrate this important point: 

Mrs. R. P. attended the antenatal clinic regularly. 
On the last visit when she was 31 weeks pregnant she 
was perfectly well. Fifteen days later she had 4 fits at 
short intervals, and was brought to hospital by 
ambulance. She was anaesthetized and kept under 
sedatives. At no time was her blood-pressure found 
to be above 150/90, but it must be ceded that she was 
oedematous and that her urine contained nearly 1 g. 
of albumin per cent. She caused no anxiety while 
under sedation, and 2 days afterwards was delivered 
of a healthy child by Caesarean section under spinal 
analgesia. Subsequently it transpired that there was a 
family history of fits, and the patient herself had had 
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attacks of brief unconsciousness as a child. She was 
found to have cerebral dysrbythmia. At no time was 
this patient gravely ill. The convulsions, set in motion 
by a comparatively mild toxaemia, merely brought to 
light a potential epileptic. 

In contrast we have Mrs. R., who attended an ante- 
natal clinic elsewhere. At 34 weeks her blood-pressure 
was 150/90 and her urine contained albumin. Three 
days later she was admitted into hospital in labour, 
and her blood-pressure was then 190/150. She com- 
plained of headache and her legs were oedematous. 
Six hours later she was delivered of a stillborn child 
weighing 4 pounds. During the next 48 hours she 
passed very little urine and on this account was 
transferred to our hospital. There was now gross 
generalized oedema and the oliguria and headache 
persisted. Within 48 hours the blood-pressure had 
risen to 220/140, and it was only then that muscle- 
twitching was noticed. Despite the absence of con- 
vulsions this woman was obviously much more ill than 
the previous one, and in fact she died later from heart 
failure without convulsing 


If an inherited liability to fits, and some as 
yet unidentified toxin of pregnancy are two pre- 
requisities for eclamptic convulsions, then it is 
obvious that the pregnant epileptic who develops 
toxaemia is a strong candidate for attacks. 
Burnett (1946) believes that such is the case. 
But the connexion is not so obvious as one 
might at first suspect, because the known 
epileptic is almost invariably under heavy seda- 
tion. Similarly convulsions under anaesthesia 

so-called “ anaesthetic convulsions” are prac- 
tically unknown in epileptic institutions for the 
same good reason. It has long been known that 
phenobarbitone and other sedatives protect the 
epileptic against convulsions, and it is now 
known that clinical improvement is paralleled 
by an improvement in the E.E.G. 

The suggestion that eclampsia is only a mani- 
festation of epilepsy is no new one: it was made 
repeatedly before the E.E.G. was ever thought 
of. Sixty years ago Féré (1890), the French 
psychiatrist, referring to eclamptic fits and 
their relation to epilepsy, wrote “the motor 
phenomena which are their principal charac- 
teristics as well as the psychical troubles which 
accompany them do not differ materially from 
the main malady”. He mentions a woman who 
died of eclampsia as did her mother before her. 
He recognized the importance of family history, 
and saw a close relationship between the con- 
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vulsions of teeth-cutting, intestinal upsets, fever, 
and childbirth. 

1 put in a plea to abolish the term ™ pre- 
eclampsia”. At the moment it is used as a 
variant of “ toxaemia of pregnancy ”, and gives 
rise to such nonsence as “ This was a case of 
severe pre-eclampsia which did not have fits”. 
it would be just as reasonable to describe a child 
known to be suffering from a large tape-worm, 
but who had shown no signs of convulsing, as 
“ pre-convulsive ”. “ Pre-eclampsia ” could be 
applied much more appropriately to the woman 
with cerebral dysrhythmia: for she is the one 
likely to convulse if even a mild stimulus is to 
hand. 


The external features of an eclamptic fit do 
not differ from those of so-called ether con- 
vulsions, seizures of certain children suffering 
from tapeworm or pyrexia, attacks of idiopathic 
epilepsy, nor from the violent muscular response 
to therapeutic electric shock. Nor is it surprising 
that this is so since they all result from similar 
electrical discharges from the cortex. First there 
is the tonic stage when all the muscles of the body 
are brought into play at the same time. The 
actions of many are cancelled out by their 
opponents and the result is what Hughlings 
Jackson has described as “a clotted mass of 
movement”. The body is rigid and can be rolled 
about in one piece like a log of wood (Power, 
1950). The tonic stage of continuous muscular 
spasm gives place to the clonic stage when 
spasms alternate with brief periods of muscular 
relaxation: and these intermittent but generalized 
spasms become less frequent and are replaced 
for a short period by twitching of an individual 
limb. 

Remarkably little physical damage is done to 
an individual during an epileptic attack. Equally 
noteworthy is it that convulsions are induced by 
electrical shock every day in mentally depressed 
but otherwise healthy patients without causing 
serious bodily harm. On the other hand, the 
onset of identical convulsions in a woman suffer- 
ing from toxaemia of pregnancy is looked upon 
as a sinister occurrence—and with reason. The 
patient is hypertensive. Respiration is already 
at a disadvantage because of the gravid uterus, 
and any further interference with respiration and 
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circulation, because of muscle spasm, may lead 
to cerebral haemorrhage or heart failure; and in 
any case the anoxia will have its affect on the 
foetus. 

Why an eclamptic fit, or an epileptic fit, should 
stop of its own accord is not known, since pre- 
sumably the stimulus which initiated it is still 
present. In epilepsy there is always the possi- 
bility that one seizure will follow another so 
rapidly that status epilepticus is established. 
This is a grave state of affairs, if untreated, since 
respiratory exchange is often in abeyance for 
prolonged periods because of the muscular 
rigidity, particularly during the tonic stage of the 
fit. Status eclampticus for obvious reasons is 
more dangerous still. 


Emergency Treatment 

The first interest of the anaesthetist called to a 
woman in a fit—whatever its origin—is to 
prevent her from biting her tongue, to remove 
her dentures, and if stomach contents have 
regurgitated to roll her on to her side so that 
drainage of the mouth is established. 

During the tonic stage respiration is at a stand- 
still and any attempt at artificial respiration is 
useless because of muscular rigidity: and during 
the clonic stage respiration is at best fitful, so 
that a supply of oxygen is a comfort. 

The anaesthetist must aim at stopping the con- 
vusions as soon as possible and preventing their 
recurrence. There can be no doubt that as an 
emergency measure the injection of thiopentone 
(Pentothal) is the most practical and effective. 
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This not only releases vascular spasm, a potent 
factor in initiating and maintaining a convulsion, 
but raises the convulsion threshold by lessening 
the irritability of the cerebral cortex. During the 
actual fit there may be considerable technical 
difficulty in introducing the needle into the vein, 
and while exercising reasonable caution an 
adequate injection must be made once the vein 
is entered: 0.25 g. should be given rapidly, and 
after a pause this can be increased to 0.5 g. 
Anaesthetists will not need to be warned of the 
ease with which a superficial aberrant artery can 
be mistaken for a vein, nor of the real danger of 
gangrene if inadvertently an injection of thio- 
pentone is made into an artery. 

Once tranquillity has been established with 
Pentothal the plan of campaign to prevent further 
convulsions can be discussed with the obstet- 
rician in charge. 
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THE RELATION OF CERVICAL MUCUS AND ASTHENOSPERMIA 
IN STERILITY* 


BY 


BERNARD SANDLER, M.D., D.M.R., D.R.C.O.G. 
Medical Officer to the Infertility Clinic, Manchester Victoria Memorial Jewish 
Hospital 


“IN the invesugation of the cause of sterility 
there are three questions that must be settled at 
the outset if we are to proceed understandingly. 

(1) We must be sure we have semen with 
spermatozoa. 

(2) We must ascertain if the sperm enter the 
uterocervical canal. 

(3) We must determine whether the secretions 
of this canal are favourable or not, and the 
viability of the spermatozoa.” 

These words were written in 1868 by J. Marion 
Sims. Whilst it is true that even today the type 
of investigation of sterility undertaken in many 
countries does not permit an answer to all these 
questions, nevertheless those most closely 
acquainted with the subject find that we need to 
amplify the third question. If the sperm does 
not invade the cervical mucus, is that the fault 
of the sperm or of the mucus? The investigation 
of this question has led to some interesting con- 
clusions, The characteristics of normal semen 
and of normal mucus must first be described. 

Normal Semen. Great disparity exists among 
authors as to what is the lower limit of nor- 
mality. Moreover, present-day methods of 
semen analysis make comparisons difficult 
because of the incomplete data presented. 
Indeed some authors are content to define fer- 
tility in terms of sperm density alone, but, as will 
be shown later, the degree of oligospermia is a 
very incomplete criterion of fertility. The 
original standards laid down by Moench (1933) 
were that there should be less than 20 per cent 
abnormal heads in a fertile man, whilst Meaker 
(1934) has said that a man is incapable of repro- 
duction if the count is less than 60,000,000 per 
ml.! Macomber and Saunders (1929) give the 


*Based upon a lecture given to the Pathological 
Section of the Manchester Medical Society on 12th 
December, 1951 


same figure, whilst the American Society for the 
Study of Sterility (1951) gives 40,000,000 per ml. 
as the lowest limit. These statements are 
certainly not true in the light of present-day 
knowledge, and are even flatly contradicted by 
many authors (Falk and Kaufman, 1950: 
Hotchkiss er al., 1938; Hammen, 1944). 

Davidson (1949) arrived tentatively at the 
following Jowest standard of normality, based 
on 125 men whose wives conceived shortly after 
the semen analysis. 


Volume, 1.5 ml. 
Density, 40,000,000 per ml. 
Basic Motility, 40—SO per cent. 


Morphology. Total abnormal forms not to 
exceed 40 per cent, of which abnormal heads 
should not exceed 25 per cent. 


Viability. The motility of the 5-hour count 
should not be less than half the basic motility. 
Leucocytes and other cells should not exceed 
2,000,000 per ml. 

The major difficulty is that none of these 
analyses represents a balanced cross-section of 
the normal population, since all were partners in 
a sterile marriage. Only by examination of many 
men already fathers, and who are not seeking 
medical advice regarding their ability to pro- 
create, can such information be obtained. David- 
son in 3 years was able to collect only 15 cases. 
but MacLeod (1951) collected through his clinic 
1,000 such volunteers. He takes as his standard 
that density above which 95 per cent of fertile 
men are found. This places the minimal density 
at 20,000,000 per ml. We await with interest the 
publication of his further studies. 

It is clear that in an average population there 
must be many men with semen content hitherto 
regarded as sub-fertile according to the textbook 
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standards, who, being married to a fertile wife, 
remain blissfully unaware of their theoretical 
disability according to Moench, and produce 
families just the same! 

The description of a semen specimen cannot 
be considered complete today without the 
description of the interval since the previous 
coitus, time and degree of liquefaction, volume, 
viability, morphology, motility, total count, and 
sperm density. Certain cases may also require 
fructose, citric acid, and bacteriological content 
estimating. ; 

The following case illustrates the fallacy of 
regarding oligospermia alone as a factor in 
sterility. 


The husband was aged 36, married a year. Necro- 
spermia had been diagnosed elsewhere, but actually it 
was due to the use of condom for collecting the 
specimen.’ A repeat specimen showed volume 3 ml., 
2,400,000 per ml., liquified 25 minutes, 68 per cent 
abnormal forms, 50 per cent dead within the first hour, 
66 per cent dead in 4 hours. The testes were small, 
soft and insensitive, and easily retracted into the 
inguinal canal. The penis was normal but small. 
Libido was normal. 

Biopsy. The right testicle shows many empty 
tubules, many reduced in size and containing Sertoli 
cells only. No spermatogenesis and no basal cells are 
seen. Basement membrane is thin, 2 tubules show 
hyaline degeneration but no fibrosis seen. One tubule 
shows some spermatogenesis. 

The left testicle shows a few tubules with hyaline 
degeneration, but many normal tubules with active 
spermatogenesis. 

Hormone assay showed more than 550 M.U. of 
gonadotrophic hormone per 24 hours (against normal 
of under 30) and 17-ketosteroids 13.5 mg. per 24 
hours. These findings indicate a case of primary 
testicular failure evidently progressive, as evidenced 
by the last semen analysis, as follows (June 1951). 
Volume, 2.8 ml. Liquified when received. Appear- 
ance normal. Total count 210,000 per ml. 99 per cent 
dead. Abnormal forms 97 per cent. 

The wife, aged 20, had no previous medical history. 
The cervix was rather red but normal in size and 
shape. At the 12th day of the cycle there was opaque, 
scanty operculum showing only one or two feebly 
oscillating spermatozoa per h.p. field, none motile. 
There was much debris, and there was no tack. 
Culture of the cervix revealed Bact. coli, which 
responded to treatment, and she quickly conceived. 


This case illustrates the importance of cervical 
hostility, since conception occurred without any 
treatment to the husband, and with semen which 
by previous standards would have been regarded 
as infertile. 
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In one other case a man who already had 
children contracted mumps orchitis, followed by 
2 years azodspermia. Spermatogenesis was 
slowly re-established without any treatment and 
a pregnancy was achieved when the maximum 
sperm density reached was 50,000 per ml. 
Others have reported pregnancies with similar 
low densities (Harvey and Jackson, 1945; White 
and Barton, 1951). 

Conversely the mere presence of large numbers 
of sperm is not, of itself, an adequate index of 
fertility, as the following case illustrates. 


The wife was aged 28, sterile for 6 years. In 1944 
had an operation for “ removal of blockage”, prob- 
ably insufflation; result not known. In 1946 she had 
curettage, insufflation, salpingography under anaes- 
thesia by a second gynaecologist. The Fallopian tubes 
were reported patent. In 1947 the semen was 
reported “normal but below par” by a third con- 
sultant. No figures are available. No post-coital tests 
were done. The husband was aged 35. Semen 
analysis: volume 2 ml., 120,000,000 per ml., normal 
liquefaction, 30 per cent abnormal forms present, 100 
per cent dead within 2 hours. Post-coital test during 
ovulatory phase 10 hours after coitus showed all 
spermatozoa dead. Culture of the cervical mucus 
revealed the presence of a staphylococcus coagulase- 
positive. The wife was treated with penicillin and 
Sulphatriad, and became pregnant shortly afterwards. 
This man had been regarded as norma! solely on a 
sperm density of 120,000,000 per ml., but in fact the 
poor viability, showing 100 per cent dead in 2 hours, 
was a far more important factor in the sterility. 


Normal Mucus. The endocervix secretes 
mucus as a result of ovarian control. These 
changes have been artificially duplicated by 
Sjovall (1938), Abarbanel (1947), Bergman 
(1950) and others in castrated women by the 
administration of oestrogen and progesterone. 
As the pre-ovulatory oestrogen increases, so 
there is an increase in the volume of the cervical 
mucus and a diminution in its viscosity. Sper- 
matozoal migration is greatest when ease of 
penetration and viability in the mucus is at its 
highest (Lamar et al., 1940). 

Following ovulation the volume decreases, 
the viscosity rapidly increases and spermatozoa 
are ordinarily unable to penetrate the mucus 
(Sims, 1868; Viergiver and Pommerenke, 1946, 
1947). An increase in epithelial debris causes 
the change from translucency to opacity, and 
alteration in viscosity, as shown by thread for- 
mation, tack, etc., which has been used by Clift 
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(1945) as a diagnostic procedure for the presence 
of ovulation, both in animals and women. 

A free flow of such mucus is necessary to act 
as a wick dipping into the seminal pool in the 
vaginal vault. The spermatozoa pass along the 
interior of this wick, which can be seen at 
ovulation as a clear glistening “mucous 
cascade ” hanging out of the cervix (Barton and 
Weisner, 1945). Conversely a dry cervix will 
prevent fertilization taking place. 

The operculum and the seminal pool maintain 
their identities as two separate colloidal systems 
of similar alkaline pH, the spermatozoa passing 
across the interface between the two systems. 
There is normally, therefore, never any contact 
between the sensitive spermatozoa and the acid 
vagina. The original observation of Seguy and 
Vimereaux (1933), that spermatozoa do not live 
in the vagina, does not, therefore, necessarily 
imply their inability to pass through to, and 
survive in, the cervix, so long as there is an 
adequate healthy operculum. 

Moreover the mucus is selective, since in 
general it only allows the penetration of healthy 


spermatozoa, and these in densities of approxi- 
mately 10 per cent or less of the total number 
in the semen. Few abnormal spermatozoa have 


been seen in the cervical mucus. These findings 
are confirmed by Cohen and Stein (1951). 

Biochemical investigation has shown that 
spermatozoa will survive in the cervix up to 4 
or 5 days, as compared with a period of less than 
24 hours when the semen is incubated alone. The 
presence of carbohydrate in such mucus has been 
shown to be essential for such survival (Henle 
and Zittle, 1942; MacLeod, 1951). This carbo- 
hydrate is probably derived from the glycogen 
of the tissues, in turn depending on the oestro- 
gen level of the body at ovulation. Hypo- 
ovarianism would, therefore, in this way reduce 
the carbohydrate content of the mucus. 

If this role of the cervical mucus be correct, 
then any reduction in quantity or alteration in 
character as a result of infection or hormonal 
imbalance will be a bar to spermatozoal sur- 
vival. Barton (1948) describes a simple test 
based on Somogyi’s reaction (1937) for the 
presence of carbohydrate, by which it is shown 
that some cases of densely invaded mucus with 
immotile spermatozoa give a negative test. i.e. 
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the mucus does not provide adequate nutrition 
for survival, although permitting invasion. 
Dense invasion without motility may suggest, 
entirely falsely, therefore, a state of male infer- 
tility. Conversely, the presence of pus is, by 
itself, not necessarily a barrier, and so it becomes 
a question of testing the relative fertility of 
given spermatozoa in a given mucus, for which 
Barton and Wiesner (1946) and Harvey and 
Jackson (1945) have described methods. 


Cervical Mucus Hostility. It is now widely 
recognized that there is a definite entity of cer- 
vical hostility which may militate against even 
normal semen (Barton and Wiesner, 1946; Lloyd, 
1948). How much more so must this be the case 
when the semen is sub-fertile. Even with fertile 
semen only a small percentage of the spermato- 
zoa penetrate the mucus, and of these only one 
penetrates the ovum. It has been suspected that 
the others are nevertheless necessary for con- 
ception because of the hyalouronidase contribu- 
tion which each makes to enable one of their 
number to penetrate the envelope of the ovum— 
a contribution of the “ Widower’s ” mite! 

How, then, are the relative factors of cervical 
hostility and sub-fertile semen to be assessed? 

In my view, any standards based on an average 
of many different couples will be misleading, for 
we do not know what permutations of fertility 
and sub-fertility exist among these couples, and 
certainly not what happens when sub-fertility is 
present in both partners. 

We require to know the chances of a given 
couple in relation to each other, and it is this 
assessment of a particular marriage which has 
been so neglected in past investigations of 
sterility, where it has been usual to assess an 
individual in relation to the average of other 
individuals of like sex, irrespective of the fecun- 
dity of the other partner. This attitude is per- 
haps a legacy of animal breeding experience, 
whereas our interest is in treating a permanent 
partnership of two individuals. Yet for this 
assessment of a marriage no yardstick so far has 
been provided. The following investigations 
may possibly serve to do so. 


Sub-fertile Semen. Ina series of 190 cases the 
Sims’ post-coital test was negative in 150 cases, 
equalling 79 per cent. For the purpose of this 
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discussion a negative Sims’ test will be regarded 
as one in which the spermatozoa are either 
absent, non-motile, or only oscillating. Of these 
cases there were 100 (66 per cent) in which the 
semen was sub-fertile ; sub-fertility being defined 
for the purpose of this paper as the presence of 
one or more abnormal factors, according to 
Davidson’s figures given above. This means 
that 33 per cent of the cases had normal semen, 
and there was true hostility. As will be shown 
later, this does not necessarily mean that the 
semen was at fault in the remaining 66 per cent. 

We must now determine whether in a nega- 
tive Sims’ test the fault lies with the sperm or 
the cervical mucus. 

Incidence of Cervical Hostility. In a total of 
205 consecutive cases of sterility there were 108 
clinically abnormal cervices. This equals 54 per 
cent. Of these there were 13 cases infected with 
Bacterium coli, and 3 with streptococci or 
coagulase-positive staphylococci, equalling 15 
per cent. There was one case infected with 


pleuropneumonia-like organisms. As a control, 
another series of 43 women who came merely 
for contraception was investigated. All these 


women had at least one child, and were presum- 
ably healthy. In not one case was it possible to 
recover any pathogens. It has not yet proved 
possible to perform invasion tests on these con- 
trols, as should be done for the purpose of 
accurate comparison, but it would seem, there- 
fore, that the presence of pathogenic bacteria in 
cervical mucus must be related to the sterility. 
Inability to recover a pathogen does not preclude 
its presence. 

Cervicitis. Cervicitis as seen in fertility clinics 
is a quite different entity from that described in 
the textbooks of gynaecology. The complaint 
which brings a woman to a gynaecological 
department is usually either backache, heavy 
feeling in the abdomen, menorrhagia, or leucor- 
thoea. These symptoms are commonly absent 
in the sterility patient, who may even deny an 
excessive discharge, although the cervix, on 
examination with a speculum, may seem to be 
bathed in pus. In fact, therefore, the only 
symptom of this type of “ cervicitis ” (as already 
described by Jackson, 1951) may be the inter- 
ference with her biological function, the ability 
to conceive. 
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From the above it seems clear that it is 
misleading to take only one single factor, such 
as sperm density, in assessing the fecundity of 
semen. Yet comparison between different 
semens is otherwise going to be difficult, as the 
following examples of infertile factors will show. 


SEMEN QUALITY AND CONCEPTION 

Sperm Density. MacLeod has shown that 
only 5 per cent of 1,000 fertile men had counts 
of less than 20,000,000 per ml., and he couples 
this with 30 per cent initially active and 55 per 
cent normal forms, as a minimal standard. He 
concludes that 30,000,000 per ml. is a better 
figure to take as a standard than 60,000,000 per 
ml. 

Morphology. Case F achieved pregnancy with 
a 68 per cent abnormal sperm count, and several 
pregnancies have been achieved with even higher 
abnormal counts as follows 

Case E, 82 per cent; Case L, 90 per cent, 
Case C, 63 per cent; Case B, 62 per cent; Case 
P, 90 per cent; Case Ba, 73 per cent. 

In all cases pregnancy was achieved without 
any treatment of the husband, but only the wife’s 
cervical mucus. 

Viability. Pregnancies have been achieved 
with the following very high rates of sperm 
death : Case D, 94 per cent ; Case E, 89 per cent ; 
Case L, 90 per cent dead when first passed. 

In the case of E.C. there were 100 per cent 
dead in 2 hours, 62 per cent dead when specimen 
first passed. 

These figures indicate that when the mucus 
becomes normal conception may take place 
when there are gross deviations from the 
accepted normal standards. 

Let us now consider the morphology and 
density in a hypothetical semen analysis, in terms 
of the numbers of sperm which actually pene- 
trate and survive in normal mucus, for it would 
seem logical to regard the total number of 
normal sperm capable of reaching the ovum as 
a good criterion for comparison of semens. 

I suggest, therefore, that to arrive at this total 
number of normal sperm we must deduct the 


-dead, non-motile, and the abnormal sperma- 


tozoa. Whilst it is true that a certain post-coital 
loss from the vagina also takes place, the method 
should serve as a basis of comparison, although 
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the figure may not be absolutely accurate. Such 
an index of fertility would take into account, at 
the same time, morphology, viability, and sperm 
density, and so far | have not yet encountered a 
method which would include these three factors. 

rhe following example will show the method 

Normal Semen. Volume 2 ml. _ Density 
50,000,000 per mi. 40 per cent abnormal! 
spermatozoa. Initial motility 50 per cent; after 
4 hours 25 per cent alive. Initial total motile 
normal sperm 


50M «2 
100 100 


After 4 hours total motile normal sperm 


25 60 
50M «2» x 5M. 
100-—«:100 

Sub-fertile semen. Volume 2 ml. Density 

20,000,000 per ml. 60 per cent abnormal 

spermatozoa. Initial motility 30 per cent, after 

4 hours 10 per cent alive. Initial total motile 
normal sperm 


3 ) 
20 M 2 » . 
100-100 
After 4 hours total motile sperm count 
10 40 


100 100 


This means at the end of 4 hours we have only 
1.6 million, as against 15 million in normal 
semen available for conception, whilst initially 
the 30 million is reduced to 4.8 million. When 
the cervix is hostile, Matthews and Buxton (1951) 
have shown that the motility of pooled semen 
incubated with Bact. coli was reduced in 2 hours 
from the initial 55 to 25 per cent, and in 4 hours 
to nil. That is, with normal semen, in 2 hours 
the total available of the initial 30 million would 
be only 13.5 million, whilst with sub-fertile 
semen, in 2 hours the total available of 4.8 
million would be reduced to 2.2 million. Even 
then these figures can only be a very rough guide 
since it is the performance in cervical mucus 
which is the reality. 

Examination of the post-coital specimen only 
rarely shows sperm densities approaching those 
of semen. In fact the average would appear to 
be about 10 per cent of the density of semen, 
but again no accurate figures are available. 


30 M. 


4.8 M. 


20 M «2» 1.6M. 
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It follows, then, that where the cervical mucus 
is mot receptive because of bacteriological, 
chemical, or other factors, an additional per- 
centage must be added to the percentage 
deductions already enumerated, which will still 
further reduce the total of normal spermatozoa 
capable of reaching the ovum. What this per- 
centage might be, and what the final minimal 
total for conception is, are unknown at present, 
and active research on these points is proceeding. 

It must, of course, be realized that we do not 
know exactly the rate of sperm migration, and 
that what is seen in the mucus under the micro- 
scope is only part of a moving picture of the 
conditions of ascent to the uterus. This factor 
bears the same relation to reality as does a 
snapshot to a ciné-film, and much more work 
requires to be done on the fundamental aspects 
of the problem, namely what is the actual total 
of normal sperm which succeeds in arriving in 
contact with the ovum. 

There is also the factor, already mentioned, 
of vaginal loss but, if the statement of Ruben- 
stein et al. (1951) is true, that the sperm can reach 
the Fallopian tubes in 30 minutes, it would seem 
that it is those which migrate into the cervix in 
the first few hours which are mainly responsible 
for the fertility of the couple. Is then the cervix 
a reservoir, with some sort of exponential curve 
of diminishing sperm densities, or do they all 
migrate at once? The latter seems unlikely, 
since in a fertile couple a Sims’ test may reveal 
the presence of sperm up to 2 days. Yet we 
know that the vagina will kill sperm in the 
vaginal pool. Much will depend, then, on the 
relative survival rates and speed of travel before 
we can arrive at the minimal figures required to 
effect conception. 

Clearly then, with a sub-fertile semen, the 
hostility or otherwise of the cervical mucus in 
permitting penetration depends on the relation- 
ship of the two reservoirs—cervical mucus and 
vaginal pool—and the ease with which the 
latter reinforces the former. These are factors 
which may compensate for other sub-fertile 
factors, and may go far to explain why one sub- 
fertile patient fails to achieve pregnancy with 
semen of apparently no worse quality than 
another, whose wife does conceive. Very slight 
anatomical variations may produce considerable 
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differences in the availability of the seminal 
reservoir. 

This is contirmed by the evidence of White- 
law (1950) who, by introducing subfertile semen 
into an artificial reservoir attached to the cervix, 
has obtained pregnancies, when all other means 
failed. 

CONCLUSION 
From the above findings it would appear that 
our previous standards for normal semen have 
been too high and too rigid, and were arrived at 
without adequate consideration of the effects of 
sub-fertility in the female. 

With human beings it is the given couple that 
must be assessed in relation to each other, and 
not in relation to general standards, as is done 
in work with animals. The whole question of 
standards in this work can be most misleading, 
for whereas in other spheres departure from the 
standards laid down, be it blood sugar, blood 
picture, or any other biological estimation, must 
imply the presence of disability in the person 
investigated, in the case of sterility, the emphasis 
may well be thrown on the wrong partner in the 
marriage. A sub-fertile semen may not be the 
cause of a sterile marriage, yet I have seen many 
cases in which, because the husband’s semen did 
not correspond with the artificial standards laid 
down, no further investigation had been done, 
when in fact it was the wife who was responsible 
for the sterility of the marriage. In my view no 
semen examination can be considered complete 
without a post-coital test on the wife—for with- 
out it the most important information concerning 
sperm penetration of the cervical mucus is not 
available. As we have seen, penetration may not 
take place when semen is apparently highly 
motile, and without such penetration conception 
is impossible. 

Any method of assessment of the sterility of 
a couple must relate the subfertility in both 
partners to each other—and for these reasons the 
investigation of a wife without the investigation 
of her husband is just as bad as performing a 
routine semen analysis on the husband without 
a post-coital test on the wife. 

The findings outlined above demonstrate how 
apparently hopeless cases of subfertility may be 
relieved when both partners are adequately in- 
vestigated and treated. 
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MATERNAL AND FOETAL HAZARDS ASSOCIATED WITH 
TWIN PREGNANCY 


BY 


J. K. M.B., M.R.C.O.G. 


First Assistant in the Department of Obstetrics and Gynaecology, 
University of Durham 


IT is surprising to find that the majority of British 
textbooks in obstetrics deal with this subject 
under the heading of normal pregnancy. This 
teaching is widespread and many medical 
students and nurses in the course of discussion 
and at the time of examinations are clearly not 
aware of the extent of the risks to mothers and 
babies in cases of twin pregnancy. 

Discussion with practitioners suggests that 
even at this level the extent of the dangers and 
the wastage of life are not fully appreciated. 


MATERIAL 


A series of 49 cases of booked twin preg- 
nancies delivered in the Aberdeen Maternity 
Hospital during the years 1945 and 1946 is 
analyzed in respect of the risks to mothers and 
babies. In an attempt to throw more light upon 
the reasons for the high wastage of child life, 
comparison is made between the booked 
Aberdeen Maternity Hospital cases and a group 
of 32 cases of twin pregnancy dealt with in 
a private nursing home in Aberdeen. 


ABERDEEN MATERNITY HOSPITAL CASES 
(A) MATERNAL COMPLICATIONS 


Maternal Mortality 

No death occurred in this series, but reference 
to larger series reported in the literature reveals 
that the maternal death rate in twin pregnancy 
is undoubtedly high. Guttmacher (1939) re- 
ported that in a total of 1,163 cases of twin 
pregnancy collected from the literature, includ- 
ing 503 of his own cases, there were 23 maternal 
deaths (2 per cent). In 11 of these the primary 
cause of death was toxaemia of pregnancy—8 
cases of eclampsia, 2 of chronic nephritis and 


| case of pre-eclamptic toxaemia complicated by 
acute yellow atrophy of the liver. In 3 other 
cases toxaemia was considered to have played 
an important contributory role. Thus toxaemia 
of pregnancy was either the primary or secondary 
factor in 61 per cent of these maternal deaths. 


Pre-eclamptic Toxaemia and Eclampsia 


Pre-eclampsia occurred in 10 out of the 49 
cases (20.4 per cent) and it is interesting to record 
that all 20 babies from these pregnancies sur- 
vived. In no case was it considered necessary to 
induce labour on account of the pre-eclampsia, 
but in 3 of the 10 cases labour began spontane- 
ously before the 36th week of pregnancy. 

In the Aberdeen Maternity Hospital the 
incidence of pre-eclampsia in all booked cases 
(1938-1940) was 6.4 per cent. 

This increased incidence of pre-eclampsia is 
in agreement with that reported by several 
authors. Guttmacher (1939) reported that it was 
3 times more frequent in his cases of twin preg- 
nancy. Munnell and Taylor (1946) and Potter 
and Crunden (1941) also report a similar increase 
in the incidence of pre-eclampsia in their cases. 

Although no case of eclampsia occurred in the 
hospital series, the incidence of this serious com- 
plication is reported by various authors to be 
higher in cases of twin pregnancy (Table I). 


Tasie 


The Percentage Incidence of Eclampsia in cases of 
Twin Pregnancy 


Mcllroy (1927) 5.88 
Colloridi (1935) 1.9 
McClure (1937) 2.4 
Gernez and Omez (1938) 2.33 
Guttmagher (1939) 3.41 


208 


= 

» 
aa 
q | 

“4 | 

| 

|_| 


MATERNAL AND FOETAL HAZARDS ASSOCIATED WITH TWIN PREGNANCY 


The frequent association of “ twinning ” and 
eclampsia may be approached from another 
point of view, namely the percentage of twins 
in total births compared with their percentage 
among all cases of eclampsia. According to 
Midwifery by Ten Teachers (White, 1949) twin 
births occur in 1.2 per cent of all births, while 
they make up to 4.7 per cent of a series of 1,525 
eclamptic patients. Stroganoff and Davidovitch 
(1937), in their article dealing with treatment in 
200 cases of eclampsia, reported that, of 10 
patients with twin pregnancy in this series, 4 
died. The authors point out that from their 10 
twin cases came two-thirds of the total maternal 
deaths in their series. 


Hydramnios 

The assessment of the frequency of this com- 
plication is unsatisfactory because of the obvious 
difficulty of measuring accurately the quantity 
of amniotic fluid present. 

In the series of 49 cases a clinical diagnosis of 
hydramnios was made on 4 occasions (8.1 per 
cent) and the incidence in the Aberdeen Mater- 
nity Hospital for all cases (1938-1940) was 0.5 
per cent. 

It is of interest to record that in only | case 
was this complication associated with the onset 
of labour before the 36th week. 

In spite of the recognized difficulty in estab- 
lishing an accurate diagnosis, it is certain that 
hydramnios is especially liable to be associated 


with twin pregnancy. 


Pyelitis 

There was only | case of pyelitis of pregnancy 
in this series, an incidence of 2 per cent. This 
figure is not unduly high, and is in agreement 
with that reported by Guttmacher (1939) who 
reported an incidence of 1.45 per cent. 


Antepartum Haemorrhage 

This complication did not occur in any case, 
but Hirst (1939) reported 5 cases of placenta 
praevia in a series of 279 cases of twin preg- 
nancy—an incidence of 1.7 per cent. 


Postpartum Haemorrhage and Uterine Inertia 
The association between these two complica- 
tions is well recognized. In this series there were 
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4 cases of postpartum haemorrhage of more than 
20 ounces, and each was associated with an 
“ inertia ” type of labour. 

Although patients with twin pregnancy are 
undoubtedly more liable to have an “ inertia” 
type of labour, there is a distinct possibility of 
their having a short easy labour, due mainly to 
the small size of the babies. These two types 
of labour cancel each other out, and the average 
duration of labour in the series was 15 hours 26 
minutes for primigravidae, and 10 hours 54 
minutes for multigravidae. 

The duration of labour, on the average, would 
not appear to be appreciably lengthened by twin 
pregnancy, and this is in agreement with the find- 
ings of Munnell and Taylor (1946). 


Duration of Pregnancy 


In 23 out of the 49 pregnancies (46 per cent) 
the gestation period was 36 weeks or under, and 
in all of these 23 cases the labour began spon- 
taneously. There was no apparent reason for the 
onset of labour in 18 of these cases. In 3 in- 
stances there was associated pre-eclamptic 
toxaemia, in 1 case the patient suffered from 
hydramnios and in another from pyelitis. 

Munnell and Taylor (1946) reported rather 
similar findings. In 47 percent of their 136 cases 
of twin pregnancy, the gestation period was 36 
weeks or under. 


Operative Interference at Delivery 


Excluding uncomplicated assisted breech 
deliveries, operative interference was necessary 
in 16 of the 49 cases. The commonest 
manipulations were forceps delivery, internal 
version, and breech extraction. 

The frequency of abnormal foetal presenta- 
tions was one of the most striking features in 
these cases of twin pregnancy. There were 30 
breech presentations and in 19 of these the mal- 
presentation was in the second twin. 

Shoulder presentation occurred on 2 occasions, 
and transverse lie 4 times—all in the second twin. 

Prolapse of the umbilical cord occurred in 
3 cases and was responsible for | stillbirth. Kerr 
and Moir (1949) estimate the incidence of this 
complication to be | in 400 of all pregnancies. 
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(B) STLLLBIRTHS AND NEONATAL DEATHS 

In the series of 49 booked Aberdeen Maternity 
Hospital cases the foetal mortality was 16 per 
cent, 5 stillbirths and 11 neonatal deaths. This 
compares with a foetal mortality of 5.4 per cent 
for all booked cases in the Hospital (1939-1945). 
Postmortem examinations were performed on all 
these stillbirths and neonatal deaths and the 
findings are summarized in Table II. 


il 


(a) Five stillbirths 


|. Intra-uterine asphyxia caused 
apparently by the cord which 
was tightly wound round the 
neck three times. 

2. Intra-uterine death. Macerated 
baby. Cause unknown 


2 mature babies 


3 premature babies |. Intra-uterine asphyxia due to 
prolapse of the cord. 

2. Transverse lie. Internal version 
and breech extraction easily per- 
formed. Postmortem examina- 
tion revealed extensive cerebral 
haemorrhage. 

3. Intra-uterine asphyxia due to 
premature separation of the 
placenta associated with brisk 
haemorrhage. 


(b) Eleven neonatal deaths 


In 8 cases postmortem examina- 
tion revealed no abnormality 
apart from prematurity. 

In 2 cases where delivery had 
been spontaneous, postmortem 
examination revealed  intra- 
cranial haemorrhage. These 
babies weighed 2 pounds 4 
ounces and 2 pounds 12 ounces 
respectively 

In | case postmortem exam- 
ination revealed broncho-pneu- 
monia as the cause of death 


All eleven were 
premature babies 


It is of interest to record that there was a very 
high incidence of second twins among the still- 
births (5 out of 5 cases) and neonatal deaths (6 
out of 11 cases). 

Study of these stillbirths and neonatal deaths 
shows that, whatever the immediate cause of 
death, prematurity was a factor in all but 2 cases. 
The exact part played by prematurity in each 
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death is perhaps a little difficult to assess, but 
there is no doubt that in 8 of the neonatal deaths 
it was the only significant factor, and one can 
at least postulate that in some of the other cases 
it played an important part in the causation of 
death. 


DISCUSSION 


Many of the complications of pregnancy are 
encountered more frequently in cases of twin 
pregnancy and there is proportionately a greater 
risk to the mother. The great hazard so far as 
the mother is concerned is undoubtedly the 
development of eclampsia. Of the maternal 
deaths which occur in cases of twin pregnancy, 
a large proportion are directly due to this serious 
complication. 

Under these circumstances it is suggested that 
cases of twin pregnancy should not be considered 
suitable for delivery at home. Rather these 
mothers should be under careful supervision 
during the antenatal period and delivery in 
hospital, where specialist attention is immedi- 
ately available, should be the rule. By these 
means the risk to the mother would be signifi- 
cantly reduced. 

The wastage of child life in twin pregnancy is 
indeed high. In the Aberdeen Maternity Hos- 
pital cases, 16 per cent of the babies were still- 
born or died within one month of birth, and 
the reports of other hospitals, a few of which are 
given in Table III, give comparable results. 


Taste til 


Hospital mortality 

St. Mary's Hospitals, Manchester (1944) 16 

Liverpool Maternity Hospital (1945) 119 

Simpson Memorial Pavilion, Edinburgh 
(1946) 

Mill Road Infirmary, Liverpool (1947) 

Princess Mary Hospital, Newcastle-upon- 
Tyne (1947) : 


17.9 
10.6 


Careful analysis of the Aberdeen Maternity 
Hospital cases reveals that diseases in the 
mothers during the antenatal period do not 
appear to contribute, in any significant measure, 
to the foetal mortality. Obstetric complications 
in labour played some part in a few of the 
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deaths and it is possible that by continued 
endeavour to improve obstetric technique a few 
of these deaths may be prevented. Improved 
obstetric technique, however, will not by itself 
materially reduce the large number of foetal 
deaths as the main factor in the causation of 
death is prematurity. 

By comparison with the hospital cases, a series 
of 32 private cases of twin pregnancy delivered 
in a nursing home in Aberdeen had a much 
smaller foetal mortality. The majority of these 
mothers were looked after by general practi- 
tioners and only a few received specialist care. 
Of the 64 babies born, 2 were stillborn and 3 
died within one month—a total mortality of 5 
(7.8 per cent). This compares very favourably 
with the 16 per cent mortality among the babies 
born to mothers in Hospital. 

Table IV shows the great difference in weights 
between the hospital and nursing-home babies. 
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eon performance of Social Classes | and 


za toi are several possible factors to account 
for the superior reproductive performance of 
the upper social classes. 

(1) As a result of good nutrition during the 
early years of their lives, these women have 
better physique. 

(2) They eat a better diet during their preg- 
nancies than do the patients in the lower income 
group. 

(3) They enjoy more leisure and consequently 
more rest during their pregnancies. 

Recent work carried out by Thomson (1947) 
on sheep at the Rowett Research Institute, in 
Aberdeen, tends to support the view that good 
diet during pregnancy is of first importance in 
the production of offspring of good weight and 
strong vitality. Although Thomson believes 
that his findings must be applied to the human 


TABLE IV 
Comparative | birth weights in Nursing Home and Hospital Babies 


Under 34 p pounds. 
3 pounds 8 ounces - 4 pounds 7 ounces 
7 


The average weight of the hospital babies was 
4 pounds 13 ounces and the nursing-home babies 
5 pounds 8 ounces. In the hospital series there 
were many very small babies (under 34 pounds) 
and the death rate amongst these was naturally 
very high. The difference in foetal mortality in 
these two groups was certainly not due to any 
discrepancy in the degree of obstetric skill 
available to the patients. The nursing-home 
mothers obviously produced bigger babies, more 
likely to stand the hazards of labour and the 
neonatal period. 

These nursing-home mothers were largely 
drawn from the Registrar General’s Social 
Classes I and II whilst the hospital mothers came 
mainly from Classes III, [1V, and V. Saird (1947) 
has already drawn attention to the ‘superior Te- 


Home Hospital 


1 ( 1.5 per cent) 14 (14 per cent) 


being with reserve, in view of the difference in 
the physiology of reproduction in the sheep from 
the human, nevertheless it is of interest to record 
the results which he obtained. Sheep, fed on a 
low-plane diet during the latter half of preg- 
nancy, produced underweight, devitalized lambs 
compared with the lambs from ewes fed on a high 
plane of nutrition, and there was a marked in- 
crease in the number of stillbirths and neonatal 
deaths. Thomson noted that this increase in 
the number of stillbirths and neonatal deaths was 
especially marked where there was a twin preg- 
nancy. His figures are shown in Table V. 

The figures for the Aberdeen Maternity Hos- 
pital cases, and these figures of Thomson’s for 
sheep, show that the foetal mortality in twin 
pregnancy is liable to be very heavy where the 
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Taste V 
Mortality Rate of Lambs up to 4 days (Thomson) 


Single Twins 


16 per cent 
86 per cent 


(a) High plane diet Nil 
(b) Low plane diet © per cent 


diet of the mother ts deficient. In the hospital 
cases there were, of course, other factors than 
deficient diet at play. For example, these 
patients in the lower income groups have less 
leisure and more work to do during their preg- 
nancy. The whole environment in which they 
live is certain to account in some measure for 
their poor reproductive performance. As twin 
pregnancy is a greater strain on the maternal 
organism than single pregnancy, the effects of 
deficient diet and poor social conditions are 
more noticeable. 

The evidence suggests, therefore, that if the 
high foetal mortality associated with twin preg- 
nancy is to be significantly reduced, then the 
most important measure likely to bring this 
about is a general improvement in the physical 
and social conditions of the lower income 
groups. This would, of course, be a long term 
policy, but an immediate practical suggestion 
would be to take into hospital all “twin” 
mothers at the 30th week and, by rest and diet, 
tide them over the danger period. In view of the 
likelihood of the babies being premature, 
delivery ought to take place in hospital where 
all facilities are available for the care of prema- 
ture babies. 

The risks to health and life associated with 
twin pregnancy are indeed great and certainly 
worthy of close attention. A wider appreciation 
of the dangers associated with this form of 
pregnancy should reduce considerably the risks 
to the mothers and especially to the babies. 


SUMMARY 


|. Attention is drawn to the high incidence 
of maternal complications and the great wastage 
of child life associated with twin pregnancy. 


2. A series of 49 cases of booked twin preg- 
nancies delivered in hospital is analyzed in 
respect of the risk to mother and child. 


OF OBSTETRICS AND GYNAECOLOGY 


3. Many of the maternal complications 
associated with pregnancy are noted to occur 
more frequently in twin pregnancy. The great 
hazard so far as the mother is concerned is the 
development of eclamptic toxaemia. 


4. The stillbirth and neonatal mortality rates 
are very high in twin pregnancy. Prematurity 
is the most important single factor causing deaths 
amongst these babies. 


5. By comparison a series of 32 private cases 
of twin pregnancy delivered in a nursing home 
has a much superior reproductive performance. 
The prematurity rate in this series was much 
smaller and the foetal loss was less than half that 
of the hospital series. 


6. It is suggested that, if the great wastage of 
child life associated with twin pregnancy is to 
be significantly reduced, the most important 
important measure likely to bring this about is 
a general improvement in the physical and 
social conditions of the lower income groups. 


7. As an immediate measure it is suggested 
that consideration might be given to admitting 
to hospital all “ twin ” mothers at the 30th week 
in order, by diet and rest, to tide them over the 
danger period. 


The figures relevant to the nursing-home 
patients were obtained by courtesy of Professor 
Dugald Baird and it is a pleasure to thank him 
for his help and encouragement. 
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OESTROGEN-INDUCED HAEMATOMETRA AND 
HAEMATOSALPINX 


BY 


N. Avpers, M.D., F.R.C.S.. M.R.C.O.G. 
Actine Consultant Obstetrician and Gynaecologist 


AND 


I. K. Owen, M.Sc., M.R.C.P. 


Director of Department of Morbid Anatomy 
Royal Victoria Hospital, Bournemouth 


Two factors are necessary for blood to accumu- 
late in a section or in sections of the genital canal 
complete obstruction at some level, and bleed- 
ing from some point above the obstruction. 
One of us (Alders, 1949) has described a case 
of haematocolpos in which the obstruction was 


due to senile adhesive processes in the vagina, 
and the biood originated from the “ therapeu- 
tic ” stimulation of the endometrium by oestro- 
gens 

We are presenting a case in which blood 
collecting in the uterus and both tubes had a 
similar origin and the obstruction was most 
probably the result of local application of 
radium 


Case REPORT 


Mrs. M. S., aged 61, was admitted to hospital on 
3th January, 1951, complaining of a continuous dull 
aching pain in the lower abdomen and the back. 
present for 6 months; the pain was “ griping, like 
labour pain” at times. There was no vaginal bleeding 
or discharge 

Previous history. She had borne 2 children. In 
1937, when she was 47 years old, she was treated for 
“ flooding” at Cardiff Royal Infirmary We are 
indebted to Professor G. I. Strachan’s department for 
a report, according to which exploration showed the 
uterine cavity elongated by | inch. Hypertrophied 
endometrium was removed and she was given an intra- 
cavitary dose of 50 mg. of radium for 48 hours. She 
did not attend the follow-up clinic 

Since that artifical menopause she had never 
noticed any genital bleeding, but hot flushes “ made 
her life a misery". She moved to Birmingham, where 
she was given tablets for 2 years by her doctor, who 
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kindly sent us this report: “I gave her stilboestrol 
1 mg. daily to which her flushes at first responded well. 
She probably had the tablets for about 1 month at a 
time. As her symptoms recurred she had repeated 
courses of treatment and later did not respond as well, 
and | think I let her continue with the tablets for 
longer at a time, but I do not think I increased the 
dose. She may have had dienoestrol 3 mg. daily fora 
month or so on one or two occasions. . . 

After 1939 she repeatedly changed her address and 
as she was still suffering from hot flushes she took—to 
use her own words—“ all hormone tablets that came 
out, but nothing stopped the flushes”. She came to 
Bournemouth in 1949 and her doctor prescribed some 
more hormone tablets. Unfortunately, we have been 
unsuccessful in ascertaining details of that treatment 
beyond the information that it was stilboestrol and 
“ quite the usual dose ™ 

General examination revealed nothing of relevance. 
Her blood-pressure was 160/95, her haemoglobin was 
78 per cent. On gynaecological examination the cervix 
felt smooth and neither enlarged nor indurated. The 
uterus was as big as a fist and could not be delineated 
from bilateral, somewhat smaller, swellings. The 
whole composite tumour was moderately tender and 
not freely movable. There was no blood on the 
examining finger. 

Operation. Two days after admission the abdomen 
was opened by a median sub-umbilical incision under 
general anaesthesia. The uterus was enlarged and both 
appendages were converted into tense, retort-shaped 
tumours which were lightly adherent to the back of 
the uterus, the posterior leaves of the broad ligaments, 
the pelvic colon, and the omentum. Total hysterectomy 
and bilateral salpingo-odphorectomy was performed 
after division of the adhesions. No parametrial thick- 
ening or enlarged lymphatic nodes were noticed, and 
the operation was easy and straightforward. 


The specimen (see photograph). The uterus was 
regularly ovoid in outline and measured 4{ = 2} «2 
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inches (11.5«7.1x5 cm.). The body of the uterus 
was found to be distended by gelatinous, chocolate- 
coloured fluid; the thickness of the wall of the uterine 
body varied between 3/16th and 4 inch (0.45 and 
1.25 cm.); its inner surface was smooth; it contained 
no fibroids. The cervix was } inch (2.1 cm.) long; the 
cervical canal was obliterated but a fine probe could 
be made to enter a dimple which corresponded to the 
internal os, and to emerge at the external os. In the 
substance of the cervix there was a pale, circum- 
scribed, circular area, as large as a split pea. 

The Fallopian tubes were distended by contents 
similar to those found in the uterus; they were retort- 
shaped and each measured 34 « 14 « 1 inch (78 x4X2.5 
cm.); the ovaries were flattened out and incorporated 
in the walls of the adnexal swellings. 

Histologically, the uterine body was lined by 
columnar epithelium beneath which there was round- 
celled infiltration. No malignant or other growth was 
found here. Sections of the cervical wall showed a 
small, tubular, columnar-celled carcinoma composed 
of well-differentiated cells (Broder’s grade I). Sections 
of the wall of the Fallopian tubes showed numerous 
phagocytes containing iron-positive pigment in the 
atrophied remnants of the mucosal folds. 

Post-operative course and follow-up. She made a 
perfectly smooth and uneventful recovery and was dis- 
charged to a convalescent home 14 days after the 
operation. 

The radiotherapist did not think that post-operative 
irradiation was indicated in this case, in view of the 
smallness, strict localization, and low malignancy of 
the growth. 

She was seen again 7 weeks after the operation. She 
had gained a few pounds of body-weight and had no 
complaints apart from one or two hot flushes every 
day. Her general condition was good, the incision had 
healed per primam, the vaginal vault was well healed 
and supple, and there was no abnormal resistance and 
no tenderness in the pelvis. 

There was no change in the findings 4 months after 
the operation (30th May, 1951). 

She will be kept under observation and will be seen 
at 3-monthly intervals. 


DISCUSSION 


The Source of the Blood. In the macro- 
scopically and histologically proved absence ot 
a bleeding tumour above the obstruction, and of 
a feminizing mesenchymoma of the ovaries, and 
in view of a history of almost continuous 
administration or self-administration of oestro- 
gens over a period of almost 14 years, there can 
be little doubt that the blood accumulating in 
and distending the uterus was the result of 
oestrogenic stimulation of the endometrium. 
Whether the blood collecting in the Fallopian 
tubes extravasated from vessels of the tubal 
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mucous membrane (“tubal menstruation”), or 
whether it originated from endometrial vessels 
and regurgitated into the tubes, or was con- 
veyed there by uterine contractions (“ reflux 
theory ”) is open to speculation; the literature 
on this problem is fully discussed by Ker- 
mauner (1924) and by Gardinelli (1949). 


The Obstruction. This may have been pro- 
duced by the cervical carcinoma or it may have 
been the result of local application of radium. 


Our patient had taken oestrogens for almost 
14 years and had never lost blood per vaginam 
during that time. Although we know little about 
the rate of growth of malignant tumours, it 
appears unlikely that a well-circumscribed car- 
cinoma, measuring only } inch (6 mm.) in 
diameter, should have been present and have 
given rise to complete obstruction of the cervical 
canal for about that period. Our lack of know- 
ledge of the carcinogenic action of oestrogens in 
the human makes it impossible to say if the more 
or less continuous administration of these sub- 
stances over almost 14 years can be held res- 
ponsible for the development of the neoplasm. 
To quote P. M. F. Bishop (1947): “ That 
oestrogens should predispose to cancer in the 
human is .. . extremely unlikely. Nevertheless, 
constant and prolonged administration of high 
doses of oestrogens in women especially those of 
menopausal age is to be strongly deprecated and 
may possibly be dangerous.” 


It has been shown by Bernstein and Walter 
(1939), Gellhorn (1922), Herring (1939), and 
Simon (1928) that local application of radium 
may be responsible for cervical atresia, and that 
above the obstruction blood (from menstruation 
or from a tumour) may collect. 

We have no hesitation in regarding the cer- 
vical atresia in this case as the result of local 
application of radium. 


SUMMARY 


A case of haematometra and bilateral haema- 
tosalpinx in a womey, of 61 described. The 
condition is strongly suggestive of a combination 
of cervical atresia due to local application of 
radium, and oestrogenic stimulation of the 
endometrium. The dangers of  injudicious 
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oestrogenic therapy in 


stressed. 


It is a pleasure to record our thanks for per- 
mission to publish to Mr. J. W. Nankivell. 


under whose care the patient was admitted. 
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A CASE OF MALIGNANT MELANOMA IN PREGNANCY* 


BY 


Joun A. HADLEY, F.R.C.S. 
Obstetrician and Gynaecologist, Lincoln Hospital Group 


MALIGNANT melanoma is a rare disease. Its 
occurrence in pregnancy must be very rare, for 
reference to it in the literature is scanty. Hirst 
(1905) described an acute case in a pregnant 
woman who died 4 weeks after the melanoma 
was first noticed. Holland (1908) reviewed over 
50 cases of malignant melanoma of the vulva, 
but none connected with pregnancy was des- 
cribed. Dawson (1925) in his classical mono- 
graph on the melanomata recorded a case of 
malignant melanoma in a woman of 33 who 
died in the last trimester of pregnancy. The 
primary growth was a small wart in the left groin 
which had been present one year. It had in- 
creased in size during pregnancy and was excised 
when the patient was 5 months pregnant. Within 
a month secondary glands appeared in the left 
groin and the left labium became ulcerated and 
other glands became involved. Gosforth (1926) 
recorded a case of a woman of 36 who had a 
tumour in the labium majus which had grown 
in pregnancy in 1914 and was excised in Switzer- 
land at that time. Pregnancy was completed 
successfully. In 1919 the growth recurred at the 
same site and was excised again. In March 1921, 
at Philadelphia, the growth recurred and once 
more was excised widely with inguinal adenec- 
tomy. Recurrence was present in 6 weeks and 
radical excision with a cautery knife was per- 
formed in September 1921. The growth recurred 
again in 1923 and was again excised with cautery 
knife followed by irradiation. The patient died 
in November 1923. Curtis (1933) recorded a 
case of melanoma of the vulva in which, after 
delivery, he excised a pedicled pigmented mole 
which had doubled in size during pregnancy. It 
was sectioned at once and found to be malignant, 


* Read at a meeting of the North of England 
Obstetrical and Gynaecological Society, held in New- 
castle-upon-Tyne on Friday, Ist June, 1951 (see p. 254). 
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and radium was applied 3 days after removal. 
No recurrence was present 5 years after. Clayton 
(1946) described a case of malignant melanoma 
of the vulva in a woman of 27. She was seen 
when 8 weeks pregnant on account of a pedun- 
culated swelling in the right labium majus which 
had been present for many years. It appeared to 
be a fibroma and was excised in June 1941. 
Section showed it to be a melanoma with spindle- 
shaped cells and little pigment. In view of the 
long history, the absence of tumour cells in the 
pedicle, and her pregnancy, inguinal dissection 
was not performed and radium was not used. 
Her labour was uneventful. Two years later 
secondary spread to the right inguinal lymph 
glands was apparent and bilateral inguinal dis- 
section was performed followed by deep X-ray 
therapy. In November 1944 a nodule appeared 
in the breast followed by further deposits else- 
where and death occurred in January 1945. 
Holland (1949) recorded a case of malignant 
melanoma in a pregnant woman who was 
delivered normally and whose death occurred 
some months after, also that of the baby. He was 
able to show the same kind of tumour in mother, 
placenta, and baby. 

The following case appears to warrant record- 
ing. 


Past HisTory 


Mrs. J. T., aged 27. Prior to marriage, in June 1949, 
she was a schoolteacher. In 1944 she had scarlet fever, 
from which she made a good recovery. In September 
1949 I removed a Bartholin’s cyst from the left labium 
majus. This had been present for 6 months. Her last 
menstrual period began on 31st March, 1950. The 
expected date of delivery was 7th January, 1951. She 
was troubled with nausea and vomiting in the first 
trimester, but settled down in the second trimester. 
When examined by her doctor at the beginning of her 
pregnancy nothing abnormal was noted except that 
she was under weight and felt listless at times. At the 
end of September nausea and vomiting recurred and 
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gradually increased, and on 17th October | saw her in 
consultation on account of the vomiting. This was not 
severe, occurring once or twice a day, and she was able 
to retain some food and drink. She was thin, but had 
always been so. Her complexion was good. Mucous 
membranes were pink. Blood-pressure was 120/76. 
Heart sounds were normal. There was no oedema of 
the legs. The uterus was the size of a 25-weeks preg- 
nancy. Blood tests showed her to be Group A, Rhesus- 
negative. Phenergan was advised but did not bring any 
improvement. 


PRESENT History 

She was admitted to a nursing home on 27th October 
for observation. When examined there on the 28th her 
blood-pressure was 110/80. The pulse was 100, respira- 
tion 20 per minute and the temperature 97°. It was 
noticed that she had developed a troublesome cough in 
the preceding 10 days. No sputum was raised. There 
was slight dullness at the right base and the breath 
sounds were more audible at the right apex than the 
left. No moist sounds were heard. Expansion was 
equal in each lung. The pupils were equal and reacted 
normally to light. Vision in the left eye was good, but 
with the right eve all objects were blurred, so much 
so that she tended to keep her right eye covered when 
speaking to anyone. No jaundice was present. Her 
colour was good. Her voice was weak but clear. She 
was very co-operative and anxious to keep the foetus. 
Foetal movements were felt and foetal heart heard, 
and vertex presented L.O.A. It was considered that 
she was suffering from a mild degree of hyperemesis. 

A sample of urine was examined: reaction acid; 
albumen a trace, no sugar, no bilirubin, urobilinogen 
moderate positive. She was passing urine in proportion 
to the amount of fluid retained. Light diet was ordered. 

On 30th October she was taken to hospital by car, 
and there her chest was screened and pictures taken 
(Fig. 1). She was able to stand for the X-ray examina- 
tion. The same afternoon, as vomiting of the light diet 
had taken place 2 to 3 times a day, $ per cent glucose 
solution in normal saline was started intravenously 
and 4 litres were given in 32 hours with improvement 
in her general condition. The X-ray report was received 
on the 31st and was as follows: 

Left lung clear. Right lung: there is a small cal- 
cified focus in the right mid zone. At the right base 
there is a large rounded opacity, about 2 inches in 
diameter, discrete and placed in the medial basal seg- 
ment of the right lobe. Its appearance is consistent 
with numerous types of lesions, e.g., tuberculoma, 
secondary deposit, primary neoplasm, and other rarer 
pathology such as hydatid cyst, etc. 

She was examined by an ophthalmologist on this 
day and he reported: “ With regard to disturbance of 
vision in right eye, there are no signs of disease in 
media or retina, no exudates or haemorrhage. No 
spasm of vessels. Possible cause: error of accommo- 
dation brought out by general poor condition.” 

On Ist November she was examined by a physician, 
but no definite diagnosis could be made and it was 
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thought best to await another X-ray of chest and treat 
as a case of hyperemesis. Feeding by mouth was 
resumed, 2-hourly feeds of milk, junket, jelly, milk 
pudding being given. Intramuscular injections of 
vitamin B 25 mg. a day, and calcium gluconate 10 ml. 
10 per cent solution on alternate days were commenced. 
The urine was examined again and found to be negative 
for bile salts and urobilin. It was now alkaline and 
contained a trace of albumen. 

In the second week of her illness nausea was 
prominent and she struggled to take food. The cough 
persisted and caused some of the attacks of vomiting. 
The pulse-rate remained 110 to 130 and temperature 
was subnormal. The blood-pressure was 120/70. 

She became weaker, and difficulty in swallowing 
developed. She tried to cough up phlegm but could 
not, her throat felt “ rusty” and her voice was very 
weak and hoarse. Wernicke’s encephalopathy seemed 
to be the most likely diagnosis and chorion-epithelioma 
with secondaries was considered. 

X-ray of chest and foetus was done on 8th 
November. The right chest now showed spreading 
broncho-pneumonia and the original shadow was still 
present and still discrete. The foetus was normal in 
appearance. 

On 9th November it was decided to terminate the 
pregnancy, so the membranes were ruptured at 6 p.m. 
and labour proceeded at once to completion at 2 a.m. 
on the 10th, a female child of 4 pounds being delivered 
normally. The placenta followed normally, was of 


the battledore type and perfectly normal in appear- 
ance. It was carefully examined as chorion-epithelioma 
had been thought of. The baby lived 36 hours, becom- 


ing cyanosed gradually. There was nothing externally 
to suggest any growths in the baby and a postmortem 
examination was not done. Delivery of foetus did not 
bring any improvement in the patient's condition. The 
dysphagia persisted and feeds of Casilan, a proteoly- 
sate, were given by a Ryle’s tube passed 4-hourly on 
12th and 13th November. 

The glucose saline drip was in action continuously 
from 7th to 16th November. Her pulse-rate ranged 
from 120 to 140 per minute. For the first time, on 
9th November, the temperature rose above normal to 
100° and Distaquaine Penicillin, 300,000 1.U. twice 
daily, was given for 5 days. Temperature was sub- 
normal next day and rose once above normal in the 
final week. Blood urea and plasma chlorides were 
normal on 10th and 14th November and total eosino- 
phils were 12 per c.mm. 

In the last week of the illness difficulty in emptying 
the bladder developed and catheterization had to be 
instituted 6-hourly. The right chest gave evidence of 
broncho-pneumonic changes and foul sputum was 
coughed up with great difficulty. 

Involution of the uterus did not proceed as rapidly 
as in normal cases. Circulatory failure became pro- 
nounced on 17th November and death occurred on the 
18th. During the illness sleep was procured by 
sodium amytal, heroin and soluble phenobarbitone. 


q 
4 |_| 
a | 
4 
: 
4 
2 
[ 


Fic. 1 


X-ray showing metastatic deposit in lung 
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Metastatic tumour in right lung 
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Postmortem examination was performed on 20th 
November and the pathologist reported: 

“ Both lungs were broncho-pneumonic. In the right 
lower lobe was a dark brown, well-defined ovoid 
tumour measuring 4.5 x 4x4 cm. (Fig.2). When cut, 
the tumour projected above the surrounding lung 
surface to a marked degree and its edges became 
everted. The cut surface was mottled dark and lighter 
brown. There were also a few small nodules in both 
lungs, mostly on the periphery and involving the 
pleura. 

“In the abdomen there were a considerable number 
of black seedling tumours on the peritoneum. These 
were mostly concentrated in the pelvic region. In the 
pelvis itself the uterus showed large numbers of these 
tumours showing through the peritoneal covering. 
Other organs in which metastases were found included 
the liver, which contained only a moderate number, 
the thyroid containing one in its right lobe, and the 
right kidney one in the cortico-medullary junction. In 
the brain both olfactory bulbs had been completely 
replaced by metastases but were not significantly 
enlarged. One small 0.3 x 0.2 x 0.2 cm. metastasis was 
found in the sulcus in the right temporal lobe and 
near it a pedunculated tumour in the pia-arachnoid. 

“ The uterus (Fig 3) when cut showed most of the 
deposits to be lying in the myometrium of the anterior 
wall of its body. Here there was a mass measuring 
3x34 cm. consisting of an almost black tumour 
and made up by the fusion of large numbers of small 
deposits, many of whose outlines could be seen. 
Around this, like a halo, were a considerable number 
of quite small deposits mostly about 0.3 x 0.2 x 0.2 cm. 
in size. The posterior wall was almost free of deposits 
and none at all were found in the cervical area or in 
the vaginal vault. Both round ligaments had deposits 
at their origin from the uterus. 

“ Microscopically all the sections examined from the 
various deposits were typical melanomas and showed 
the characteristics of malignancy. 

“No sign of any tumour was found on the surface 
of the body though careful search was made.” 

When the nature of the disease had been disclosed 
by the autopsy, information was received from a 
medical practitioner who had previously attended the 
patient. that he had removed a pigmented mole from 
the right upper arm in 1945. The mole was the size 
of a sixpence and was excised under local anaesthesia. 


COMMENT 


The occurrence of malignant melanoma under 
the age of 30 is rare, and in association with 
pregnancy is rarer still. 

The size and appearance of encapsulation of 
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the tumour in the right lung compared with the 
deposits in the other organs suggests that it may 
have been present for some time, possibly arising 
after the removal of the mole from the right arm. 

The long period elapsing (5 years) between 
removal of the mole and the fatal illness is con- 
sistent with the course of some melanomata. Up 
to 20 years has been recorded. The discovery of 
the lung tumour by X-rays was accidental. 
Labhardt’s (1924) observation that “ the coincid- 
ence of malignant melanomatous tumours of the 
vulva with pregnancy is rare, but it has been 
observed several times that they grow more 
quickly during pregnancy ” may be applicable in 
this case. Certainly the course of the disease was 
rapid. 

The mental state of the patient associated with 
disturbance of vision, ineffective cough, rusty 
voice, and difficulty in swallowing suggested 
Wernicke’s encephalopathy seen in fatal cases of 
hyperemesis gravidarum. 

At no time did the appearance of the urine 
suggest the presence of melanin, though this is a 
fairly constant occurrence in fatal widespread 
cases. 


I wish to thank my colleagues, Dr. H. R. R. 
Mavor, Dr. L. Naftalin, Dr. C. A. Lillicrap, 
Dr. G. E. Brennan, and Mr. Allan Briggs, for 
their investigations and co-operation in the 
management of the case. 
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THE AETIOLOGY AND TREATMENT OF THE ADHERENT 
PLACENTA* 


BY 


BRYAN WILLIAMS, M.D., F.R.C.S.E., F.R.C.0.G. 


Senior Obstetrician and Gynaecologist, Middlesbrough Maternity 
and North Ormesby Hospitals 


MUCH attention has been directed in recent years 
towards postpartum complications, and in par- 
ticular to the treatment of those cases in which 
the placenta is retained. Most obstetricians must 
have often wondered why the placenta should 
fail to separate normally in certain cases, even 
though the first and second stages have pro- 
gressed normally and with good uterine action, 
and when the third stage has been conducted 
with proper conservatism. The explanation of a 
peculiar atony developing in the third stage in 
these cases has never seemed a satisfactory one 
in view of the way in which the uterus contracts 
down immediately after manual separation of the 
placenta without further haemorrhage. Sheehan 
(1949), who has contributed so much to our 
knowledge of the pathology of the third stage, 
admits the difficulty of finding an adequate 
explanation for this “ atonic non-detachment ” 
of the placenta. 

Some years ago I investigated the histories of 
71 patients with a retained placenta treated at 
Walton Hospital, Liverpool, before the war, but 
failed to find any constant factor in pregnancy, 
labour, method of delivery, or kind of anaes- 
thetic or analgesic used. It was possible, how- 
ever, to draw certain conclusions. In no case 
was a placenta accreta found, and rings were 
infrequent. In most cases the placenta was 
partly separated, and a cornual implantation of 
the remaining part was often found. A history 
of a repeated retained placenta or postpartum 
haemorrhage was forthcoming in several cases, 
as other investigators had noted. 


*Read at a Meeting of the North of England 
Obstetrical and Gynaecological Society, held in New- 
castic-upon-Tyne on Friday, Ist June, 1951 (see p. 255) 


Subsequent observation in other cases showed 
the frequency of a cornual implantation of the 
placenta, and this finding, together with the 
occurrence from time to time of an adherent 
placenta in patients with a deformity of the 
fundus or a definitely bicornuate uterus, sug- 
gested that placental retention might—at least, 
in some cases—be the result of a developmental 
abnormality of the uterus. In recent years in- 
creasing attention has been paid to the anomalies 
of fusion of the Miillerian ducts and difficulty 
with delivery of the placenta has often been noted 
in these cases, and this seemed to support the 
view that minor degrees of abnormality might be 
a common factor in third stage difficulties. 


MATERIAL 


In order to investigate this further, therefore, 
I have reviewed a second series of 117 cases 
delivered in Middlesbrough over a period of 34 
years since the war, and in which the placenta 
was removed manually from the uterus. All the 
cases of which the notes were available and 
which have been attended by the staff of the 
hospital during that time have been included. 

In 2 cases the placenta was free in the uterus, 
but in all the others it was adherent to a greater 
or lesser degree. As in the first series there was no 
case of placenta accreta, though 2 cases were 
noted at Caesarean section in the same period. 

In 22 cases the information available in the 
case records was inadequate, and these have 
therefore been excluded from further considera- 
tion. In 23 cases the placenta was removed 
electively or prophylactically after a long or 
difficult labour or instrumental delivery. These 
have also been excluded as they cannot be 
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looked upon as cases of retained placenta. There 
are left, therefore, for investigation, 70 cases of 
adherent placenta. There were 23 primigravidae 
and 46 multigravidae, and in one case the parity 
was not stated. There were 23 booked cases and 
46 emergencies, and in | case the mode of ad- 
mission was not specified. 

In 32 of these information was available about 
the site of placental implantation alone and not 
about uterine shape. The descriptions of the site 
vary considerably in their completeness, but 
mention was made of the placenta being adherent 
in the right cornu in 14 cases, in the left cornu in 
1 case, in both cornua in 1, in the fundus in 7, 
and elsewhere in 9 cases. Out of 32 cases, there- 
fore, implantation was found in the fundus or 
cornua in 23 cases, the predominant site being 
the right cornu. 

Information about the shape of the uterus was 
noted in 26 cases. In 6 it was described as being 
normal, but in 2 of these the placenta was 
adherent in the right cornu. In 1 case a double 
uterus was found. In 5 the uterus was bicornuate 
or the cornua were well defined. In 5 cases the 
right cornu was described as being longer or 
larger than the left one, and in 3 the left one was 
the bigger one. There was | broad fundus and 
1 flat fundus, and in both cases the placenta was 
adherent in the right cornu. There was | ridged 
_ fundus. Uterine obliquity was noted in 3 cases, 
with placental implantation in the left cornu in 
2 of these. 

So far the findings reported have been those 
found on clinical examination. Further evidence 
is available, however, from hysterograms which 
have been done in a small series of cases. These 
are few in number, as I have not thought it 
justifiable to ask patients to submit to even the 
slight risk and discomfort of this method of 
investigation if an adherent placenta has been 
found on one occasion only and there has been 
no other abnormality. Hysterograms have only 
been done, therefore, if there has been an 
adherent placenta or postpartum haemorrhage 
on more than one occasion, or a bad obstetrical 
history in other directions, or if a uterine 
deformity has been suspected. These cases, 
therefore, are somewhat selected. 

It is particularly difficult in the case of 
hysterograms to decide the limits of normal 
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appearances, especially as the material we study 
is from abnormal cases. The 3 main types of 
normal shadow, however, appear to be that of 
a more or less equilateral triangle with straight 
or slightly concave sides, that of 3 small triangles 
merging at their bases, and the one often found 


- in cases of sterility where the long slender cornua 


and body give a starfish-like appearance. 

Apart from those cases in which a gross 
deformity of the uterus was present the most 
frequent abnormality was an asymmetry of the 
cornua, the right one being usually much wider 
than the left one and sometimes separated from 
the body of the uterus by a constriction. It was 
very striking in a few cases, however, where a 
marked deformity had been found in pregnancy 
or labour, to note how slight the changes were in 
films, and it appears that a deformity which 
might pass unnoticed where tubal patency is 
being studied may become a major one with the 
changes of pregnancy. 

Hysterograms were studied in 12 patients, who 
between them had had 27 pregnancies including 
the one under review. Six of these pregnancies 
had ended in abortion or premature labour, and 
in 17 out of the remaining 21 pregnancies there 
had been an adherent placenta, postpartum 
haemorrhage or third-stage difficulty. A marked 
deformity of the bicornis unicollis type was 
found in 3 cases, and the fundus was bifid in 4 
others. In 3 cases the right cornu was larger 
than the left and in 1 case the fundus was 
asymmetrical. In the remaining case, in which 
there had been an adherent placenta in 3 labours, 
the fundus was flat with ascending cornua. 

In 2 other cases not included in the present 
series hysterograms were available for study. In 
the first a postpartum haemorrhage had occurred 
in each of 2 pregnancies, and the hysterogram 
showed a well-marked right cornu. In the second 
case an adherent placenta had occurred in one 
of 2 pregnancies and the hysterogram showed a 
unicornuate uterus. 

Further investigation of the case histories in 
these patients showed other evidence of features 
commonly found in cases of uterine deformity. 
The incidence of twin pregnancy was high with 
7 cases. As a detailed obstetrical history of 
previous pregnancies was not always available 
in some of the multigravidae a full analysis of all 
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pregnancies is not possible. In a few cases, 
however, there was a high incidence of abortions 
and premature labours, slow or difficult labour, 
delayed engagement of the presenting part, and 
of malpresentations and of breech presentation 
in particular. Information about the shape of 
the placenta is rather deficient in most cases, but 
there were a few in which it was described as 
bipartite or bilobed, and battledore or velamen- 
tous forms were sometimes noted. 

Reviewing the evidence presented we find that 
in 38 cases in which clinical or radiological 
evidence was available there was a uterine 
deformity of some degree in 32 cases (84 per 
cent). Out of the total of 70 cases there was 
either a cornual implantation or a uterine defor- 
mity or both in 50 cases (71 per cent). 


AETIOLOGY 

In most cases of adherent placenta we find 
that partial separation has occurred, that separa- 
tion of the remaining part is easy if the right 
plane of cleavage is found, and that the uterus 
contracts down well after the placenta has been 
removed. The condition is well described by 
the expression “ atonic non-detachment ” used 
by Sheehan. Other findings are uncommon. 
True morbid adhesion of the placenta, or 
placenta accreta, is rare, and few obstetricians 
can see more than an occasional case. It was not 
found in any of the 188 cases reviewed in the two 
series. 

There does not appear to be general agreement 
as to whether a placenta can be morbidly 
adherent over part of its area only, or whether 
there are degrees of morbid adhesion between 
the normal state and true placenta accreta. 
Gibberd (1947) considers that “ focal ” placenta 
accreta does occur, and Sheehan also holds the 
same view. I believe that this does occur occa- 
sionally, especially with placenta praevia, and 
may be responsible for causing retained cotyle- 
dons. Itis probable, however, that in those cases 
in which the placent is said to be abnormally 
but not completely adherent the difficulty is due 
to lack of experience in finding the right place 
of separation. 

The so-called “ contraction rings” are often 
said to cause placental retention, but they have 
been only infrequently found in these two series. 


When the placenta is removed many hours after 
delivery the closing down of the lower part of 
the uterus may sometimes give rise to some diffi- 
culty in the operation, but I have only once found 
a contraction ring holding up a placenta already 
separated, and that was in a case in which ergo- 
metrine and pituitary extract had been misused 
in the second stage. 

Cornual contraction rings which hold up the 
placenta are certainly important, however, and 
are described by Joyce and Lennon (1948). In 
only one case in this present series, however, 
was such a ring the only cause of the placenta 
being retained, as in all the others the placenta 
was also adherent. 

Before considering further the importance of 
the site of placental attachment, some review of 
the information available about the normal situa- 
tion of the placenta will be helpful. 

Several investigations were made long before 
the days of the diagnosis of the placental site 
by soft-tissue radiography: in them the site 
had been diagnosed from examination of the 
placenta, and the results are in fair agreement 
with modern figures. Holzapfel (1898) found 
that in 81 per cent of cases the site was on the 
anterior or posterior wall and in 13 per cent in 
the region of one or other of the cornua. Torpin 
(1938) found that the anterior and posterior walls 
were the common sites, and that there was rarely 
extension from one wall to the other, either 
across the fundus or round the sides. Krafka and 
Bowles (1947) found that in 3 per cent the site 
was in the right cornu and in 2 per cent in the 
left. Normally, therefore, the placenta is situated 
where the uterine muscle can act to separate it 
with mechanical advantage. In contrast with 
these figures an incidence of cornual implanta- 
tion was found in nearly half of the cases in the 
present series, and this figure might have been 
higher had information been available about the 
site of placental implantation in all cases. 

The functional and structural deficiencies of 
the cornual region as a site for placental attach- 
ment will shortly be discussed. While it is diffi- 
cult to be dogmatic on the evidence available it 
appears that cornual implantation is usually 
secondary to malformation of the uterus. In at 
least 17 out of 28 cases in which adequate 
information was available there was a cornual 
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implantation and uterine deformity in the same 
case. It is interesting to note the recent work of 
Granjon and Beau (1950), who have shown by 
a series of hysterograms that the so-called 
“ angular pregnancy ” is in reality a pregnancy 
in a horn of a bicornuate uterus. 

The high incidence of uterine deformities in 
these cases suggests that a defect of some degree 
in the fusing of the Miillerian ducts may give rise 
to a structural and functional disturbance which 
may not show itself till the third stage and 
then be an important factor in causing non- 
detachment of the placenta. There has been 
increasing recognition in recent years of the fre- 
quency and importance of these developmental 
abnormalities. Way (1945, 1947) has stressed 
the obstetrical importance of the minor abnor- 
malities, and more recently Hunter (1950) has 
reported a series of the major abnormalities. It 
is probable that these deformities, especially 
those of minor degree, are of great frequency, 
and are a still inadequately recognized cause of 
abortions and premature labours, malpresenta- 
tions, delayed engagement of the presenting 
part, slow labour and inertia, and third-stage 
difficulty. 

It is difficult, and perhaps impossible, to 
estimate the exact incidence of these deformities. 
It must be remembered that only pregnancy calls 
attention to the great majority of them. Taylor 
(1943) found that out of 271 cases reported in 
the literature 98 per cent were obstetrical ones. 
Way (1947) has estimated the incidence in ante- 
natal cases to be | in 78, and my own impression 
is that if we include cases of abortion the 
incidence in all pregnancies may be as high as 
1 in SO. Many cases are undoubtedly missed in 
One or more pregnancies and become obvious in 
others owing to variations in the development of 
the pregnant uterus. It has already been pointed 
out that a slight deformity as shown in a hystero- 
gram may become a very major and obvious one 
in pregnancy or labour. 


Important work on the double uterus in preg- 
nancy and labour has been done by Rudolph 
(1940) and Rudolph and Ivy (1931). Rudolph 
emphasizes that the uterus is a bilateral organ, 
embryologically, anatomically and physiologic- 
ally. He considers that malformations are fre- 
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quent and may be temporary, and describes 
what he calls “ pseudo-uterus arcuatus and 
functional malformations of the uterus”. He 
says that unilateral aplasia is not unlikely, that 
some degree of incodrdination between each half 
is not infrequent in labour, and also that the 
placental site is less motile than the rest of the 
uterus. This independent activity of the two 
horns has been observed clinically by Corbet 
(1941) and Way (1945). 

Evidence showing the structural unsuitability 
of the cornual region as a site for the developing 
ovum is found in the complications which have 
been reported from time to time. Rupture in 
this region has been reported by Ley (1920) at 
21 weeks and by Riddell and Scholefield (1938) 
at 32 weeks. Blaikley (1936) found that in one 
of two cases of angular pregnancy the muscle 
was only 4 mm. thick. There had been three 
attempts at manual removal and the diagnosis 
of placenta accreta had been made, but this was 
not confirmed by histological examination of the 
excised uterus. This thinness of the muscle 
provides at least a theoretical basis for the risk of 
perforation of the uterus at manual removal. 

It is interesting to note the predominance of 
abnormalities of the right cornu. The placenta 
was situated in the right cornu in 28 cases but 
only in 6 in the left cornu, and in all the hystero- 
grams in which there was unequal development 
of the cornua the right one was bigger or longer 
than the left one. In other hysterograms I have 
noted the greater predominance of abnormalities 
of the right cornu. Smith (1931) in reviewing 
cases of double uterus found the right side to be 
more commonly occupied than the left and the 
placenta to be more often situated on the right 
side. This is a matter of some practical import- 
ance, as it is often difficult to remove the 
placenta from the right cornu with the right 
hand. Ambidexterity and the use of the dorsal 
position are therefore desirable for this opera- 
tion, and as the site of the placenta can often 
be diagnosed by abdominal palpation the 
appropriate hand can be used from the begin- 
ning. 

The view is advanced, therefore, that the most 
important cause of “ atonic non-detachment ” 
of the placenta is a developmental deformity of 
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the uterus, commonly of minor degree, with a 
cornual implantation of at least part of the 
placenta. The structure and functional activity 
of the cornual region in these cases is not ade- 
quate to separate that part of the placenta which 
is situated there, although it may be able to 
control haemorrhage once the placenta is 
separated. Placental retention may also be 
aggravated by spasm of circular muscle fibres 
at the junction of cornu and body causing a 
ring 

he incidence of retained placenta in various 
statistics ranges between | in 200 and | in 100. 
Even conservative clinics have their cases of 
retained placenta, and there does not seem to be 
any large series of deliveries reported where it 
has been claimed that the placenta will always 
separate spontaneously. The same applies to 
cases of abortion, in which retention of placental 
fragments in the cornual region is common. A 
developmental defect would explain this steady 
incidence. If we admit that there are certain 
cases in which normal separation of the placenta 
will fail or at least be greatly delayed it must 
affect our attitude towards the operation of 
manual removal. 


TREATMENT 


In the past the operation of manual removal 
of the placenta was looked upon as a fearsome 
one, and a high mortality and morbidity were 
reported. It tended, therefore, only to be carried 
out at a late stage. Nowadays it has become a 
much safer operation, partly as a result of the 
availability of better resuscitation methods and 
antibiotics but more especially because the 
operation is done at an earlier stage. Sewell and 
Coulton (1946) refer to the operation as a 
“ benign procedure ”, and one American writer 
(Cacciarelli, 1949) has carried out a series of 
over 1,600 routine removals with no mortality 
and a very low morbidity. 

In spite of this change of attitude, however, 


present-day practice and teaching do not yet go ~ 


far enough in setting a limit to the length of the 
normal third stage. We now know that time is 
not on our side in the third stage, any more 
than it is with inertia in the first stage. Sheehan 
(1948) has shown the danger of any third stage 


prolonged over 2 hours, and found no deaths 
from shock or haemorrhage when it lasted less 
than | hour, whatever the method of delivery of 
the placenta. In investigating some of the cases 
in the first series I found that the time at which 
the patient’s condition became serious ranged 
around | hour and 40 minutes. The partly 
separated and partly adherent placenta is 
undoubtedly responsible for some _ shock- 
producing mechanism, as shown by the remark- 
able way in which the blood-pressure rises after 
a manual removal. 

Attempts at what is thought to be “ Credé’s 
expression” also tend to aggravate the shock. 
There is hardly any intermediate manipulation 
between a gentle expression of a fully separated 
placenta and a manual removal, with the excep- 
tion, perhaps, of the injection of saline into the 
cord, which was successful in about one-third 
of the cases in the first series. 

If the normal limit of the third stage is set 
arbitrarily at 1 hour, and any placenta which 
cannot be easily expressed by that time is 
manually removed, most cases of postpartum 
shock can be avoided, and the work of 
obstetrical “ flying squads ” greatly reduced. 

The operation itself is sometimes described as 
being difficult and dangerous and carrying a 
risk of serious complications, such as perfora- 
tion of the uterus. In practice these are rare, 
and no major complication has occurred in any 
of these 188 cases or my own experience. It 
was formerly a frightening operation when 
carried out on an ill patient. Nowadays it should 
be the first operation taught to a hospital 
resident after repair of the perineum. Dieck- 
mann et al. (1947) say that proper teaching of the 
operation would prevent doctors removing 
omentum and intestine in place of the placenta. 
It is often amazing to find that doctors will 
undertake difficult forceps deliveries or breech 
extractions in domiciliary practice, and yet will 
hesitate to remove an adherent placenta. 

The results in the series now being reported 
show the safety of the operation at the present 
day. In the pre-war series there were 7 deaths 
in 71 cases, whereas in the post-war series there 
were no deaths in 117 cases, although the 
majority of the operations was done by residents 
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in training, and many of the cases were 
emergency or “ flying squad” ones in a grave 
state of shock when first seen, some being with- 
out any recordable blood-pressure or palpable 
pulse. An exact comparison of morbidity is not 
possible as, among other things, different 
standards of morbidity were used in the two 
series. 

When the operation is done early a full and 
unhurried technique can be used, every 
fragment of membrane removed, and an ade- 
quate repair or re-repair of the perineum carried 
out. Blood transfusion with its undoubted 
risks is unnecessary. This is in contrast with 
the treatment of the shocked patient where much 
resuscitation is necessary and the optimum time 
for the carrying out of a hurried operation is 
fixed with difficulty. 

While there are now many reports available 
about the safety of manual removal when carried 
out early there do not seem to be any showing 
good results in a large series of cases when the 
operation has been delayed or withheld. Nowa- 
days deaths from obstetrical shock and haemor- 


rhage should no longer occur, except perhaps in 
those cases complicated by toxaemia where 


successful treatment is still difficult. A policy 
of early manual removal in those cases in which 
spontaneous separation of the placenta does 
not take place within a safe time, which may be 
fixed arbitrarily at 1 hour after delivery, is the 
most important way of achieving this end. 


SUMMARY 
(1) The usual finding in cases of retained 
ta is the “atonic non-detachment ” des- 
cribed by Sheehan. 

(2) Seventy cases of adherent placenta have 
been reviewed in order to determine the part 
played by developmental abnormalities of the 
uterus. 

(3) A high incidence of cornual implantations 
of the placenta and of uterine deformities, 
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which were commonly of minor degree, has been 
found. 

(4) The functional disturbance associated 
with these deformities appears to be an im- 
portant factor in the failure of normal separation 
of the placenta. 

(5) As in certain cases the placenta will fail 
to separate spontaneously within the normal 
time or without shock or undue haemorrhage, 
it should be removed without hesitation if easy 
expression is not possible | hour after delivery, 
as manual removal nowadays is a safe opera- 
tion. 
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It is generally agreed that cholesterolaemia is 
most marked at term (Bloor, 1921; Plass and 
Tompkins, 1923; Slemons and Stander, 1923; 
Tyler and Underhill, 1925; Palacios-Costa and 
Falsia, 1930) and that a fall in the blood choles- 
terol level occurs after parturition, but opinions 
differ as to the extent and duration of the changes 
which are found after delivery and the condi- 
tions under which they occur. Thus some in- 
vestigations have shown that the cholesterol- 
aemia disappears between the Ist and 7th day 
of the puerperium (Palacios-Costa and Falsia, 
1930), while others have indicated a progressive 
and slower decline in blood cholesterol level 
occupying the first 2 weeks of the puerperium 
(Hermann and Neumann, 1912; Boyd, 1935); 
though Chauffard and his co-workers (1911) 
have stated that it reappears during the 2nd week 
and tends to persist for 2 months after parturi- 
tion. Evidence collected by Boyd (1935), how- 
ever, has suggested that this latter fluctuation 
is abnormal and only occurs if women do not 
lactate after childbirth. 

The percentage of both serum and plasma pro- 
tein of puerperal women differs from that found 
in non-pregnant women and non-lactating 
women. In pregnancy the reduction in percent- 
age of plasma protein may be as much as 15 per 
cent though occasionally there is no fall in value. 
A number of series of cases have been investi- 
gated and the average percentage reduction in 
plasma protein varies from series to series, 
values of from 5.0 to 9.3 per cent being obtained 
(Plass and Matthews, 1926: Dieckmann and 
Weener. 1934; Wolf, 1939; Hoch and Mar- 


rack, 1948). After parturition, however, 
the plasma protein value increases and in most 
cases has reached the same level as that of non- 
pregnant women by the 2nd week of lactation 
(Montgomery, 1927; Dieckmann and Wegner, 
1934: Lindeboon, 1946). In a few cases the 
serum protein remains relatively low for as 
long as 17 weeks (Dieckmann and Wegner, 
1934). According to Dieckmann and Wegner 
(1934), there is a slight but further reduction in 
serum protein (on the average 2 per cent) during 
the first week of the puerperium before the 
plasma protein begins to return to the level found 
in non-pregnant women. 

The diminution in serum and plasma proteins 
during pregnancy and early lactation is 
associated with a reduction in the albumen 
fraction. There is a difference of opinion on 
the possible alteration in the globulin fraction: 
Dieckmann and Wegner (1934), Dodge and Frost 
(1938), Rheinhart (1945), Lindeboon (1948), and 
Hamilton and Higgins (1949) have concluded 
that the percentage of globulin increases, while 
other investigators have stated that the percent- 
age of globulin remains constant (Hoch and 
Marrack, 1948). Lindeboon (1948) has noted, 
however, that in a small percentage of women 
the percentage of serum globulin does not alter 
until after parturition, when it increases. 

Although blood protein estimations have been 
made on lactating women the results have only 
been correlated with the mother’s milk yield by 
Lindeboon (1946). He compared the plasma 
protein of 3 women with high milk yield with 
that of 10 women who were not lactating because 
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they had stillborn infants, and he concluded that 
the plasma protein did not bear any relation 
to milk yield. His conclusion, however, was 
based on few observations and thus cannot be 
taken as conclusive. 

The review of the literature has shown that 
the plasma cholesterol and plasma protein 
levels of lactating women differ from those of 
women who have not been pregnant or lactating 
recently. A cholesterola*mia is usually present 
after parturition which lasts a variable time 
but generally disappears within 2 months of 
childbirth, and a hypoproteinaemia is com- 
monly found during the first 2 weeks of the 
puerperium. The factor or factors influencing 
the plasma cholesterol and plasma protein have 
not been discovered. Nevertheless the choles- 
terolaemia is thought to be due to a lowered fat 
tolerance (Slemons and Stander, 1923) and the 
hypoproteinaemia to an alteration in protein 
metabolism (Peacock and Hinmann, 1935; 
Lindeboon, 1946). Owing to the fact that 
investigators do not entirely agree about the 
changes in plasma cholesterol and protein 


during lactation and are ignorant of the factor 
or factors influencing them and of this relation- 
ship to adequacy of lactation, a series of obser- 
vations have been made to elucidate some of 
these problems. 


MATERIAL AND METHOD 


A specimen of blood was obtained from each 
of 158 women. The specimens were taken in 
the afternoon after the women had had a light 
meal. Each specimen was oxalated, and the 
plasma albumen and globulin content of 154 of 
these specimens were estimated. The method of 
estimating the plasma albumen and globulin was 
that described by King (1951) and the plasma 
cholesterol was determined by Sackett’s method 
(1925). 

The women who were investigated were 
divided into 4 groups; Group I comprised 83 
women who were lactating adequately and in 
the 3rd week to Sth month of lactation. All 
these women had their plasma albumen and 
globulin estimated, while 82 had their plasma 
cholesterol estimated. Group II comprised 25 
women who, though still lactating, were doing so 
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inadequately, and were in the 3rd week to 8th 
week of lactation. Group III comprised 26 
women who had ceased to lactate within a week 
of parturition. They were investigated during 
the 7th to 8th week after parturition. Though 
all of these women had their plasma cholesterol 
estimated, albumen and globulin estimations 
were made on 21 cases only. Group IV com- 
prised 25 women who acted as control. These 
women were healthy and in the same age 
group (20 to 35) as those in the other 3 groups. 
There were both parous and multiparous women 
in the control group, but none had lactated or 
been pregnant recently. 

For comparison of the various groups, 
Group I was divided to give 5 subgroups: the 
first included women who had been lactating 
for 3 to 4 weeks; the second included women 
who had been lactating for 2 months; the third, 
women who had been lactating for 3 months; the 
fourth, women who had been lactating for 4 
months; and the fifth, women who had been 
lactating for 5 months. 


RESULTS OF PLASMA CHOLESTEROL 
ESTIMATIONS 


The mean value for plasma _ cholesterol 
obtained for each group and subgroup has been 
given in Tables I to III, together with the 
standard deviation. These figures have been the 
subject of three comparisons: (1) to determine 
whether the mean plasma cholesterol value for 
lactating women varies significantly from that 
of women who had not recently been pregnant; 
(2) to determine whether the plasma cholesterol 
values are influenced by adequacy of lactation; 
and (3) to determine the effects of stopping 
lactation. 

For the first comparison the cholesterol values 
obtained for women belonging to Group I, 
Table I (women lactating adequately), have 
been compared with those for women in Group 
IV, Table I (women not recently pregnant). 
Before making the comparison, values for each 
subgroup in Group I were subjected to the 
analysis of variance. The results of this analysis 
showed that the values of each subgroup did 
not differ significantly. Therefore it was per- 
missible to compare the mean value for 
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Tasie Il 
Mean value and standard deviation for both women 
lactating adequately (Group 1) and those lactating 
inadequately (Group II) in the 3rd to 8th week after 
parturition 


Investigation Group 


228 + 43.4 mg. 
4.348 + 0.386 g. 
4.497 + 0.298 g. 
2.227 + 0.247 g. 
2.542 + 0.313 g. 


Group ! as a whole with the mean for Group IV. 
The difference between the mean cholesterol 
value (209 mg. per cent) for lactating women 
was significantly greater than the mean (162 
mg. per cent) for women who had not been re- 
cently pregnant. Therefore, there is a choles- 
terolaemia between the 3rd week and Sth month 
after parturition which does not appreciably 
alter during that period. 

The second investigation correlating plasma 
cholesterol values with adequacy of lactation 
was made by comparing the mean cholesterol 
value (222 mg. per cent) for women lactating 
adequately in the 3rd to 8th week after parturi- 
tion (Group Ia, Table II), with the mean (228 
mg. per cent) for women lactating inadequately 
(Group II, Table II). The difference between 
the two means amounted to 6 mg. and was not 
significant. Therefore plasma cholesterol did not 


Taste III 


Mean value and standard deviation for both women 

lactating (Groups Ip and II) in the Sth to 8th week of 

lactation and for those who were tested 6 to7 weeks 
after they had stopped lactating (Group III) 


No. Mean value 


Investigation (per cent) 


Cholesterol 


Group 


Ip & Ip 226 mg. 
213 mg. 
4412 ¢. 
4.458 g. 
2.465 g. 
2.489 g. 


Albumen 


Globulin 
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vary significantly with adequacy of lactation in 
the cases under investigation. 

The determination of the effect of stopping 
lactation on the plasma cholesterol, the mean 
cholesterol value (226 mg. per cent) for women 
lactating both adequately and inadequately in 
the 2nd month after parturition (Group Isp and 
IIs, Table III) was compared with the mean 
cholesterol value (230 mg. per cent) for women 
who had stopped lactating immediately after 
parturition and were examined 7 to 8 weeks after 
childbirth (Group ITI, Table III). The differ- 
ence between these values, 8 mg., was not statis- 
tically significant. From this it was concluded 
that the degree of cholesterolaemia present in 
women who had stopped lactating (Group ITI) 
was similar to that in women lactating during 
the 2nd month after parturition. 


RESULTS OF PLASMA ALBUMEN ESTIMATIONS 


The possibility of a relationship between 
plasma albumen and lactation has been investi- 
gated making use of the blood specimens col- 
lected from the previous investigation and 
dividing the women concerned into the same 4 
groups as in the previous section. Group I was 
divided into the same subgroups according to 
length of lactation. One additional sample was 
used in this investigation. From the results of 
the albumen estimations the mean value for the 
plasma albumen together with the standard 
deviation for each group were calculated and 
given in Tables I, II, and III. 

An investigation was made to decide whether 
the plasma albumen of women lactating ade- 
guately (Group I, Table I) differed from that of 
women who had not recently been pregnant 
(Group IV, Table 1). Before comparing these 
2 groups as a whole the mean values for the 
different subgroups of Group I were subjected 
to the analysis of variance. This test showed 
that there was no significant variation between 
the 5 mean plasma albumen values. Thus, the 
plasma albumen level did not vary significantly 
between the 3rd week and Sth month of lacta- 
tion. It was, therefore, justifiable to take the 
mean value for Group I as a whole (4.529 g. 
per cent) and compare it with the mean value 
for Group IV (4.558 g. per cent). The differ- 


|| 
Mean 
and standard 
No. deviation 
cases (per cent) 
Cholesterol la 22 222 + 38.7 mg. Z 
ll 25 
Albumen la 23 
Il 25 “a 
Globulin Ia 23 
4 Il 25 
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ence between these 2 means is 0.029 g. which is 
not statistically significant. Therefore the plasma 
albumen for women in the 3rd week to Sth 
month of lactation does not differ from that for 
women who have not been recently pregnant. 
The second investigation was made to deter- 
mine whether adequacy of lactation in women 
bears any relationship to their plasma albumen 
values. Only women in the 3rd week to 8th 
week of lactation were investigated. To this 
end the mean plasma albumen (4.348 g. per 
cent) for women with adequate lactation (Group 
Ia, Table II) was compared with the mean 
plasma albumen (4.497 g. per cent ) for women 
with inadequate lactation (Group III, Table ID). 
A statistical analysis of these results showed that 
the difference between the 2 groups, 0.149 g., 
was not significant. Therefore from these results 
it appears that there is no relationship between 
adequacy of lactation and plasma albumen. 
Yet another comparison was made to decide 
whether cessation of lactation affected the per- 
centage of albumen in the blood plasma. The 
mean value of plasma albumen (4.412 g. per 
cent) for lactating women in the Sth to 8th week 


after childbirth (Groups Isp and IIs, Table IIT) 
was compared with the mean value (4.458 g. 
per cent) for women who had not breast fed their 
infants and who were examined in the 6th to 
8th week after parturition (Group III, Table ITI). 
The difference between the 2 groups was small 


and was not statistically significant. Thus 
lactation probably has no effect upon the per- 
centage of plasma albumen in the blood. 


RESULTS OF PLASMA GLOBULIN ESTIMATIONS 


The samples of blood obtained from the 4 
groups of women previously investigated were 
also used to make the plasma globulin estima- 
tions. From the results the mean value and 
standard deviation for each group of women 
was calculated and recorded in Tables I, II, TT, 
and IV. These values have been studied with 
the object of determining whether (1) the per- 
centage of plasma globulin of lactating women 
is different from that of women who have not 
been recently pregnant, (2) the percentage of 
plasma globulin varies with adequacy of lacta- 
tion, and (3) whether the cessation of lactation 
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alters the percentage of plasma globulin in the 
blood. 

The first investigation involved the compari- 
son of the globulin values for women with ade- 
quate lactation (Group I, Table I) with the 
values for women who had not been recently 
pregnant or lactating (Group IV, Table 1). 
Before comparing the mean values as a whole, 
the mean values: obtained in each of the sub- 
groups of Group I were submitted to an analysis 
of variance and it was found that the value for 
the first subgroup was significantly lower than 
that of any other subgroup. The values for each 
of the other subgroups, however, did not differ 
significantly from each other. Therefore, when 
comparing Group I with Group IV it was 
necessary to treat Group I, subgroup 1, and 
Group I, subgroups 2 to 5, separately. The first 
subgroup of Group I, however, comprised only 
10 women, which was an insufficient number for 
a Statistical analysis. No comparison was made, 
therefore, between the mean plasma globulin 
value for these women who were in the 3rd and 
4th week of lactation and that for women in 
Group IV. The numbers of women in the second 
to fifth subgroups were, when combined, suffici- 
ently large to make a statistical comparison with 
Group IV of use. The mean value for plasma 
globulin for subgroups 2 to 5 combined was 
therefore obtained (2.366 g. per cent) and com- 
pared with the mean value obtained for Group 
IV (2.295 g. per cent). The difference between 
these 2 means, 0.071 mg., was not statistically 
significant. Therefore the plasma globulin of 
women in the 2nd to Sth month of lactation 
does not differ appreciably from that for women 
who have not been recently pregnant or lactating. 


For the second investigation the mean globulin 
value (2.227 g.) for women with adequate 
lactation during the 3rd to 8th week after parturi- 
tion (Group Ia, Table II) was compared with the 
mean value (2.542 g.) for women with inade- 
quate lactation during this period (Group II, 
Table Il). The difference between the 2 groups 
was 0.315 g., which was statistically signifi- 
cant. This suggested that adequacy of lactation 
bears a relationship to plasma globulin, the 
values being greater for women with inadequate 
lactation than for those with adequate lactation. 
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The third investigation involved the com- 
parison of the mean globulin value (2.465 g. per 
cent) for nursing mothers during the Sth to 8th 
week of lactation (Groups Is and IIs, Table IIT) 
with the mean value (2.489 g. per cent) for 
women who had stopped breast feeding within a 
week of parturition (Group III, Table III). The 
difference between the 2 means was 0.024 g. 
and was not statistically significant. It appears 
therefore that within 5 weeks of the cessation of 
lactation there is no appreciable difference 
between the plasma globulin levels of these 
women and those who were lactating. Whether 
or not there is any immediate or transitory 
alteration in these levels when lactation ceases 
requires further investigation. 

The conclusions drawn from the investigations 
on plasma globulin are conflicting. On the one 
hand a comparison of adequately lactating and 
inadequately lactating women suggests that there 
is a significant difference between the mean 
globulin values of the 2 groups, and hence one 
would expect some sort of relationship between 
globulin values and lactation. On the other hand, 
after the first month of lactation, the mean 
globulin values of adequately lactating women 
do not differ significantly from those who have 
not lactated or been pregnant recently nor from 
those who have ceased to lactate within the first 
week after childbirth. There is, however, a sug- 
gestion that the plasma globulin values during 
the first month after parturition does vary from 
that obtained when lactation is well established. 
This fact and the fact that it also appears to vary 
when lactation is inadequate suggests that 
possibly some relationship may exist between 
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the establishment or cessation of lactation and 
plasma globulin values. These stages of lacta- 
tion therefore require further investigation. 


ALBUMEN-GLOBULIN RATIO 


The mean albumen-globulin ratios obtained 
for women with adequate lactation (Group I), 
for those with inadequate lactation (Group II), 
and for those who prematurely weaned their 
infants (Group III) were compared separately 
with the mean albumen-globulin ratio for women 
who had not been recently pregnant or lactating 
(Group IV). Groups I and II were further sub- 
divided. Five subgroups were formed within 
Group I. These subgroups included women who 
were lactating adequately when examined in the 
3rd to Sth week, Sth to 8th week, 9th to 12th 
week, 13th to 20th week, and in the 2Ist to 
25th week of lactation respectively. The mean 
albumen-globulin ratio for each subgroup and 
standard deviation was obtained. Group II was 
divided into two, one subgroup being formed for 
women in the 3rd to 4th week and another for 
women in the Sth to 8th week of lactation. The 
mean values for these groups and subgroups, 
together with standard deviation, are given in 
Table IV. The results of the comparison out- 
lined above show that the mean albumen- 
globulin ratio for women with inadequate 
lactation (Group II) in the Ist and 2nd months 
of lactation was significantly less than that for 
women who had not been recently pregnant or 
lactating (Group IV), but the mean albumen- 
globulin ratio for women with adequate lactation 
and that for women who had stopped breast 
feeding within the Ist week of parturition 


Taste IV 


Mean albumen—globulin ratio values and standard deviations for both lactating and non-lactating women 


34 5-8 


Stage of lactation in weeks 


13-16 


9-12 


1.770 + 0.262 (13)* 1.785 +0.261 (12) 
1.855 + 0.369 (21)* ai 


4 2.024 +0.328 (25)* 


* The number of observations from which each mean and standard deviation has been 


calculated is indicated by the figures in parentheses. 


2.148 40.251 (10)* 1.85440.230(13) 1.89440.276 (20) 2.038 +0.214(20) 1.895 + 0.345 (20) 
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(Group III) did not differ significantly from that 
of the control group of women (Group IV). The 
albumen-globulin ratio for women who were 
lactating adequately in the 3rd to Sth month of 
lactation did not differ appreciably from that for 
women in Group IV. 


CONCLUSION 

The results of the present series of plasma 
cholesterol estimations showed that the majority 
of lactating women have a cholesterolaemia 
between the 3rd week and Sth month after par- 
turition and that the degree of cholesterolaemia 
did not vary appreciably throughout that period. 
This conclusion differs from that of Chauffard 
and his co-workers (1911), which suggested that 
the cholesterolaemia noted after parturition 
generally disappears during the first 2 months 
after parturition. The plasma cholesterol in the 
present series of cases was not influenced by 
adequacy of lactation nor did the plasma 
cholesterol values for women who had stopped 
lactating 6 to 7 weeks previously vary signifi- 
cantly from that for lactating women with 
infants of a similar age. It therefore appears 
that the cholesterolaemia in lactating women was 
due to the effects of pregnancy rather than to 
lactation. 

It was shown that the average plasma albumen 
levels of lactating women in the 3rd week to Sth 
month after parturition was similar to that for 
women who had not been recently pregnant or 
lactating, and that it was not related to adequacy 
of lactation. Nor did the average plasma albumen 
level of women who had stopped breast feeding 
for 6 to 7 weeks differ appreciably from that for 
the control group of lactating women. More- 
over, the relatively low plasma level found in 
women within the first 2 weeks of parturition 
was not detected in women in the 3rd week to 
Sth month of lactation, a finding which confirms 
those made in the literature by other invesigators. 
It therefore seems probable that the hypopro- 
teinaemia present in the early days of the 
puerperium was due to the effects of pregnancy 
or a combination of pregnancy and parturition 
rather than to lactation, though it might possibly 
be associated with the establishment of lactation. 

The following results were obtained from the 


investigation On plasma globulin levels in lactat- 
ing and non-lactating women. Women in the 
first month after childbirth tended to have a 
lower plasma globulin than women who had not 
been recently pregnant or lactating. Moreover, 
adequacy of lactation bore a relationship to the 
plasma globulin level during this period. How- 
ever, the plasma globulin in women in the 2nd to 
Sth month of lactation did not differ significantly 
from the level for the control group of non- 
lactating and non-pregnant women, and the 
plasma globulin level in women who had ceased 
to breast feed for 6 to 7 weeks was similar to that 
for the control group of lactating women. These 
results for the plasma globulin investigation 
must be accepted with reserve because there was 
only a relationship between plasma globulin and 
adequacy of lactation in puerperal women and 
no relationship between plasma globulin and 
lactation in women during the 2nd to Sth month 
of lactation. Therefore further investigations 
into plasma globulin of lactating women is 
desirable and particularly because other investi- 
gators failed to agree about the possible changes 
in plasma globulin during lactation. 

The comparison of the albumen-globulin 
ratios for lactating women with that for women 
who have not been recently pregnant or lactating 
showed that in the first 2 months of lactation the 
ratio tended to be smaller than in the non- 
pregnant non-lactating group of women. After 
the 2nd month of lactation the albumen-—globulin 
ratio in the two groups of women did not differ 
appreciably from that for women who had not 
been recently pregnant or lactating. 


We are indebted to Dr. R. A. Cumming, 
Director of the South-East Scotland Blood Trans- 
fusion Service, for samples of blood from women 
who had not been recently pregnant or lactating. 
The samples of blood from women who were 
either lactating or had been recently pregnant 
were obtained by one of us (R. A. M.) at the 
Infant Welfare Centre, The Simpson Maternity 
Memorial Pavilion, Royal Infirmary, Edinburgh. 

We are grateful to Mr. L. E. Eggleston, of the 
Biochemical Laboratory, Royal Hospital for 
Sick Children, Edinburgh, for assisting one of 
us (J. D. C.) in the analyses of the blood samples. 
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UTERINE BLEEDING IN TENSION STATES 


BY 


DesMoNnD O'Neit, M.C., M.D., M.R.C.P. 
Consultant Piychiatrist, Chelsea Hospital for Women, London 


INTRODUCTION 


THERE ate many women who respond to stress 
with a disorder of the menstrual function. | 
have observed in clinical practice 4 main 
types of such disorder: the periods may be 
suppressed; they may become too frequent or 
too heavy or both; they may be irregular; or they 
may begin to be painful for the first time or more 
painful than they were before. The reasons 
why one of these disorders rather than another 
should occur in a stress-provoking situation are 
not at all clear. This paper is an attempt to 
formulate the pathogenetic pattern of uterine 
bleeding as it occurs in the tension states which 
accompany an unsuccessful adaptation to stress. 
to suggest criteria for its recognition, and to 
indicate how treatment may be applied. 

The group of cases reported here is small; the 
patients were referred to me for psychiatric 
appraisal, and the group is therefore a selected 
one. I am concerned to establish only that 
excessive uterine bleeding can occur as part of 
the response to stress, and that treatment which 
diminishes the tension state also diminishes the 
bleeding 


CLINICAL EVIDENCE 


The group contains 12 women seen in hospital 
out-patient departments. Six of them had 
borne children. One woman was 49 (Case 1), 
and the age range of the remainder was 22 to 
35; the mean age of these 11 was 26.7 years. 
The duration of time they were kept under 
observation ranged from 6 months to 34 years, 
the mean being 22 months 

All had been examined by a gynaecologist. 
In 11 cases the opinion was given that there was 
no physical abnormality which could account 
for the bleeding: in the remaining case (Case 11) 
4 small fibroids were said to be present in the 
uterus The bleeding in this woman was 


associated with emotional tension in the same 
way as it was in the rest of the group, and it 
ceased when she had achieved tranquillity of 
mind. It thus seems unlikely that her fibroids 
were causally related to the bleeding. 


1. The character of the bleeding 


In 3 the periods were at the normal interval 
for the patient but were heavier than usual (Cases 
6, 11, 12); in 8 the interval was shorter and the 
loss heavier than usual (Cases 2, 3, 4, 5, 7, 8, 
9, 10). Three patients complained of flooding 
(Cases 7, 8, 10). In 3 (Cases 4, 5, 8) brief attacks 
of intermenstrual bleeding were set off by 
disturbing events, such as intercourse, family 
quarrels, or a film about war. 


2. Time relations of the bleeding 


In all 12 patients the excessive bleeding for 
which the patients had come to hospital had 
begun at a time of especial difficulty and distress. 


Case 5: A woman of 22 years was brought up in 
an orphanage, run by a religious organization, where 
she was treated fairly but strictly. At 21 she was 
seduced by the manager of the firm in which she 
worked (Mr. A), and for 3 months had intercourse 
several times a week. She felt ashamed and unhappy 
about this relationship; the periods became irregular; 
lasted longer than before, and were heavier. She was 
depressed and had “ fits of shaking” and bad dreams. 
Often a little bleeding followed the act of intercourse, 
and sometimes a period which was not due began then. 
Her lover went abroad, making promises to send for 
her which she felt to be false, and her depression 
deepened. A few months later she was befriended by 
another man (Mr. B.) who at first treated her well; she 
felt more confident and cheerful, and the bleeding was 
reduced. Then he too slipped out of her grasp, and 
the depression returned, and with it further heavy 
bleeding. 


Here the patient’s conflict was plain enough. 
she was fond of Mr. A, yet she would not have 
given way to him if she had not been his 
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employee. Having given way, she felt acute 
guilt, which was reflected in a transient haemor- 
rhage after intercourse. When he left she felt 
sad and self-pitiful. The advent of Mr. B com- 
forted her for a time, and while their friendship 
lasted bleeding was not troublesome. In this 
patient physical symptom and emotional state 
can be seen to go hand in hand. 

In this patient the focal conflict was in the 
field of sex. This was also true of 3 other 
women: 2 were submitted to intercourse which 
they did not want (Cases 9, 10), and one carried 
on a homosexual affair with another woman and 
was much ashamed of it (Case 6). Jealousy, 
resentment, grief, or guilt arising from a close 
personal relationship accompanied the onset of 
bleeding in 5 patients (Cases 2, 3, 7, 11, 12). 
Two women (Cases 1, 8) had to carry a burden 
of responsibility at work which was too heavy 
for them, and one (Case 4) had an acute disap- 
pointment when a pregnancy on which she had 
set great hopes ended in a miscarriage. 

Five patients had repeated discrete attacks of 
excessive bleeding which followed directly upon 
experiences highly charged with emotion. 


Case 1: A woman of 49 years had a horror of 
disease and deformity. She went to the meeting of a 
charitable society and there saw some limbless men 
and dwarfs; next day a haemorrhage began and lasted 
for 24 hours. She had to visit a friend in hospital 
who had cancer, and after each visit bled for a short 
time. 

Relief of emotional tension through therapy 
or as a result of changed circumstances brought 
with it a gradual disappearance of excessive 
loss and a return of the periods towards the 
normal. 


Case 3: A woman of 31 years (Polly) had heavy 
periods of 5 to 6 days every fortnight, headaches, 
giddy feelings, and fatigue. When her husband came 
home from war service, she said he seemed “ different; 
not so warm.” He would go away for weekends, and 
she suspected that he had an association with another 
woman, but could not find any clear evidence of it. 
She said “I think this has to do with my present 
trouble.” Her husband was interviewed, and admitted 
that he did become involved with a girl while he was 
in the army; this friendship continued after his 
demobilization and the girf kept writing to him. He 
was quite sure that this relationship had come to an 
end and that his feelings for his wife had not changed. 
Polly was encouraged to unburden herself of her 
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doubts and fears and was reassured, and in 3 months 
the heavy bleeding had ceased. It did not return in 
the 3 years she was under observation. 


3. General condition 


All the patients when they first came to exam- 
ination had other symptoms as well as the 
bleeding. A table of symptoms is given here: 


Depressed Cases 2, 4, 5, 6, 7, 9, 10 


Markedly tense and Cases 6, 11, 12 
anxious 
Headache Cases 1, 3, 6, 12 
Fatigue Cases 2, 3, 7, 8 
Poor sleep Cases 2, 3, 4, 6, 7,8 
Lassitude, giddiness Cases 3, 12 
Other symptoms (Noso- Cases 1, 2, 7, 8, 10 
phobia, morbid hunger. 
bodily pains, vaginal 
discharge, loss of 
weight, nail-biting) 


These symptoms may be interpreted as mental 
and physical manifestations of a tension state 
which was the product of faulty adaptation. 
They are on the same aetiological level as the 


bleeding itself and they behave in the same way; 
that is, they varied with the causal stress. All 
these symptoms occur as components of other 
stress disorders. 


Anxiety and depression were very obvious in 
a few of these patients (for example, Case 6) but 
in others they were latent and did not come to 
light until the patient had been given time to 
withdraw her defences against showing her feel- 
ings. 


4. Nature of the emotion associated with 
bleeding 


A definition of the emotional states which 
seemed to provoke bleeding is open to the 
objection that such states are difficult to isolate 
and classify; further, they are usually complex 
and made up of several elements. With this 
reservation, I may say that the predominant 
emotion associated with bleeding was: anxiety, 
7 cases; guilt, 2; grief, 1; resentment, 1. In one 
woman (Case 8) any vivid emotional experience, 
even a pleasurable one, was apt to produce 
bleeding. 
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Conflict in the field of sex was the source of 
emouonal tension in 4 patients. 
An example of bleeding associated with guilt: 


Case 7: A woman of 23 years (Ellen) came for 
advice because of heavy and frequent menstrual 
bleeding, fatigue, aching in the legs, and depres- 
sion. She had one day quarrelled with her sister 
(Pat) over some trivial matter; Pat later went out 
and was not seen again alive. Her body was found 
in the Thames and Ellen had to identify it. Ellen 
felt that she was, in a way, responsible for her 
sister's death; if she had not spoken so harshly, Pat 
might not have taken her life. She reproached her- 
self bitterly and became depressed, and the excessive 
bleeding appeared at this time. She once went to visit 
one of Pat's close friends; as she prepared to go, she 
reflected that the friend would probably talk about the 
suicide and, with this, a haemorrhage began. 


Ellen’s feeling of guilt was largely irrational; 
her treatment of Pat would not have produced 
depression in a normal person. From Ellen’s 
story it was clear that Pat had suffered from an 
obsessional state with recurrent depression for 
years before her death. Pat was her father’s 
favourite and Ellen was jealous of her on this 
account and bore her a grudge which underlay 
most of their quarrels. Ellen’s guilt was a con- 
sequence of her unspoken hostility rather than 
of any real happenings, and its intensity was out 
of proportion to the brusqueness with which she 
had addressed her sister. 

Although one kind of feeling was usually 
uppermost, the emotional state in several of the 
women was a blend of anxiety, resentment and 
guilt. 


Case 2: A woman of 28 years (Lily) was referred 
for examination because of excessive bleeding at the 
period. She was depressed, felt run-down, slept 
badly, was irritable, and had spells of morbid hunger 
in which she would eat everything in the larder. She 
had nursed her husband through a long illness and, 
although he struck and abused her, she had stayed with 
him until his death. She then went to work to keep 
herself and her child. On examination, she was 
anxious and admitted that she felt oppressed by the 
flat in which she lived, since it had so many un- 
pleasant associations. Memories of her husband's 
behaviour during his illness was still obtrusive. She 
was loyal to him, and said that no doubt his physical 
condition had made him irritable: nevertheless she 
could not help being resentful at his ill-temper. She 
did her best to care for him, and the guilt aroused by 
her resentment caused her to work harder still and tire 
herself out. The conflict of feeling over her husband 
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was not fully conscious when she first attended, and 
the pent-up emotional “ charge” attached to it was a 
contributory cause of the bleeding. 


DIAGNOSIS 


The first step in diagnosis is to make sure that 
the bleeding is not a symptom of physical 
disease, and the second to demonstrate the 
presence of a tension state. Bleeding which 
has the character of a stress disorder can come 
from a uterus which contains fibroids (Case 11); 
a physical abnormality, when it is present, is 
thus not necessarily of any causal significance. 

Some of these patients were plainly anxious 
and distraught when they came to hospital and 
needed no prompting to tell of their woes. 
Others (for example, Case 5) were on the de- 
fensive and were at first inclined to belittle the 
influence of stress in the production of symptoms 
until they had shown themselves, by their own 
account of the illness, how important it was. 
On the whole, however, a reluctance to speak 
of personal affairs, which is sometimes a hind- 
rance in the investigation of patients with a 
psychogenic disorder, did not offer very much 
difficulty here. Indeed, the women were ready 
enough to unburden themselves and grateful for 
what help could be given. 

These criteria may be suggested for diag- 
nosis : 

(1) Bleeding without adequate organic cause. 

(2) Evidence of a tension state. 

(3) Temporal relationship of stress to the 

onset of symptoms and to the course of 
the illness. 


THERAPY AND ITS EFFECTS 


All 12 patients were treated in the outpatient 
department of a hospital. Reassurance, sup- 
port, and encouragement of free expression of 
feeling were in themselves the chief therapeutic 
agents. All the patients experienced consider- 
able subjective relief of tension when they were 
allowed to talk. Their confidences were 
received in a non-critical way, and great care was 
taken to avoid any suggestion that time was 
short or the therapist impatient. Several 


patients were much troubled by feelings of guilt 
and their talk had the quality of a confession; 
when they saw that their guilt was immoderate 
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in its intensity and that they need not have so 
tortured themselves, they felt a great deal better. 

Sedative drugs were employed at some stage 
in the treatment of 5 patients. These, of course, 
do no more than suppress anxiety; they are an 
aid in getting the patient through an acute phase 
of the illness, but they do not alter its dynamic 
cause. Change in material circumstances—a 
new job, a new abode—was of benefit in a few 
cases. 
Seven patients when they were last seen were 
having periods of normal type. Two improved, 
then relapsed because of a new stress for which 
they were not prepared. Bleeding was reduced 
in amount in 2 women, but the periods were still 
heavier than usual. In one patient the meno- 
pause put an end to the complaint. 

Where the tension state could be readily 
treated, and its causes dealt with, the period 
returned to normal form in 2 to 3 months. 


UTERINE BLEEDING AND THE ATALANTA 
SYNDROME 


Uterine bleeding of emotional origin is one 
of the group of symptoms which I have termed 
the “Atalanta syndrome”.* These symptoms are 
known to occur with greater than usual fre- 
quency in at least some women with a masculine 
identification, and a tentative hypothesis has 
been put forward that they are the somatic signs 
of an unconscious repudiation of femininity 
(O'Neill, 1950). Three women in this series of 
12 had masculine attitude and aims (Cases 5, 
10, 11). One of them (Case 5) had taken the 
male role in a homosexual love-affair: the second 
(Case 10) was a “ career-girl” who held a re- 
sponsible post in commerce, and the third 
(Case 11) was a forthright and aggressive person 
whose first marriage had come to grief because 
she “could not bear to be dominated.” The 
mean frequency of the Atalanta symptoms in 
these three was 6.0; the mean frequency in a 
group of normal pargus women was !.6 (O'Neill, 
1951). 

The incidence of these symptoms was much 
greater in a group of women with adaptive 
disorders than in the normal (O'Neill, 1951). 


* See Appendix I. 
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The two groups were comparable in every respect 
except for the level of anxiety, which was much 
higher in the former. It thus appears that 
anxiety is a determinant of the syndrome. How 
often anxiety, in women with this syndrome, is 
a product of conflict over acceptance of female 
functions has not yet been determined, though 
the “ masculine ” protest is, in practice, often 
manifest. There were 6 parous women in this 
series and the mean frequency of the Atalanta 
symptoms in them was 4.5, which is almost 3 
times the normal frequency. This is to be 
expected, since all were anxious to a greater or 
lesser degree. 


LITERATURE 


Allen (1935) commented on the association 
of menstruation with mood: “ Agitation and 
worry are more apt to be associated with a 
profuse than a decreased flow.” Miller (1931) 
stated his view that most menorrhagia is psychic 
in origin. Blaikley (1949) says of Miller's 
paper: “I would not go so far as this, but I 
have found drugs and endocrines singularly 
ineffectual, though the latter may control an 
individual period to some extent... . I believe 
that most menorrhagias when the endometrium 
is normal are to be explained as being psycho- 
genic.” 

Blaikley reported 8 cases of menorrhagia in 
which bleeding was associated with emotional 
difficulties, and a case of post-menopausal 
bleeding of the same causation: “ Such menor- 
rhagia is not uncommon, particularly in young 
people. It can be cured by simple psycho- 
therapy.” 


COMMENT 


The psychophysical mechanism of uterine 
bleeding in emotional tension is not known. 
Wolff (1947) has brought together a body of 
data to show that the mucosal surfaces of the 
body, including the vagina, undergo changes in 
patients who are under stress. It may be that 
the endometrium becomes hyperaemic in 
certain women in states of anxiety and resent- 
ment and that bleeding is thereby provoked or 
augmented: Blaikley gives some evidence in 
support of this hypothesis. The link between 
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mental state and physical symptom may on the 
other hand be the hypothalamus and the endo- 
crine system. Though we do not as yet know 
enough of the physiology of stress disorders to 
determine the nature of the link, this lack of 
knowledge need not hinder us in the therapy of 
our patients, since physical treatment is but 
rarely necessary. 

Three patients in this series could recall no 
menstrual disorders before the menorrhagia for 
which they sought advice. A fourth had had a 
spell of amenorrhoea following on anxiety at 
work, but never any previous menorrhagia. The 
reaction pattern of uterine bleeding as part of 
the response to stress had been present in 8 
patients during earlier life. Several of them said 
that any intense anxiety could set off a period 
before its due season, or inter-menstrual bleed- 
ing, in others only certain situations could 
produce this effect. In the majority of these 
patients, then, the bleeding which was the 
presenting symptom was not an isolated event, 
but the repetition of a pattern already laid down. 

One patient (Hilda) had menorrhagia while 
she was in conflict about her engagements, but 
amenorrhoea during and after the honeymoon 
in her first marriage, when her husband made 
suggestions which were “ shocking and dis- 
gusting.” She and Lily were the only patients 
in the series who had reacted to one stress with 
suppression of the period, and to another with 
excessive bleeding. 

If emotional tension can produce menorrhagia 
during adult life, it can do so also at the men- 
arche. The first periods to appear in 2 patients 
(Jane and Hilda) were unusually profuse; both 
were suffering at this time considerable distress 
because of parental harshness or indifference. 


SUMMARY 

I'welve cases of uterine bleeding associated 
with a tension state are reported. 

In all the bleeding began at a time of crisis in 
the patient's life, and attacks of bleeding were 
correlated in time with events which aroused 
emotional tension. 

Other manifestations of the tension state, such 
as anxiety, depression, headache and fatigue 
were present in every case. 


The patients were treated by psychotherapy 
in an Out-patient department. Menstrual func- 
tion returned to normal in 7 patients. Two 
improved, then relapsed with the advent of a 
new stress for which they were not prepared. 
Bleeding was reduced in amount in 2 women. 
In one patient the excessive bleeding ceased 
with the menopause. 
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APPENDIX I 

The Atalanta symptoms are:  frigidity, 
dyspareunia, dysmenorrhoea, irregular men- 
struation, amenorrhoea, menorrhagia, abortion 
or miscarriage, vomiting in pregnancy, difficult 
labour, minor illness or depression in the 
puerperium (“ puerperal reaction ”), and failure 
of lactation. 


APPENDIX II 
Brief notes are given here on patients not fully 
described in the text: 


Case 1: Sybil was the oldest patient in the series, 
aged 49 years; her menorrhagia had lasted for 5 years 
when she was first seen, and the menopause put an 
end to it while she was under psychiatric treatment. 
Towards the end of the 5 years, the bleeding may have 
been influenced by pre-menopausal changes, but in 
most of its course the menorrhagia behaved as a stress 
disorder. Sybil had a slight deformity of the hand 
of which she was very much aware, and illness and 
deformity in others disturbed her unduly. Through- 
out her life anxiety from any cause could start a period 
or prolong the flow: worry about examinations, fear 
of thunderstorms, fear of bodily illness, anxiety about 
her relationships with her colleagues. The onset of 
the menorrhagia about which she consulted us 
coincided with the discovery of disease of the breast. 


Case 4: Pat's menorrhagia began 4 weeks after a 
miscarriage. She very much wanted a child and was 
acutely disappointed. Her first marriage was a failure: 
her husband ill-treated her and went to live with 
another woman. After the divorce she married, at 28, 
a man she had known for years, but they were com- 
pelled to live apart since they could not find a flat; 
as she said, “ We're only half-married.” She noticed 
that bleeding would begin just after intercourse, if 
there was orgasm. “ Feel it’s not quite right to be 
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so excited; feel a fool afterwards. Have felt out of 
control.” Since the miscarriage “ any upset will lead 
to bleeding next day.” A ietter was sent to the housing 
department of her borough, and after 8 months she 
was given a new house. She was much more con- 
tented, and the periods returned to normal. Eighteen 
months later she once more grew anxious that she 
would not be able to bear a child, and heavy bleeding 
recommenced. 


Case 6: Jane, aged 22 years, had heavy periods from 
the menarche (7/28). Her mother was very strict and 
had an uncontrollable temper; Jane had many beatings 
with a leather strap: “I loathed my childhood.” She 
carried on a homosexual affair with another girl for 
several years, and drew some satisfaction from it, but 
believed that she was doing wrong and felt guilty. 
Bleeding was less heavy during her service with the 
Forces, but began again after demobilization when 
she had to return to the home she hated. The love- 
affair ended when her friend got “ fed-up”™: within a 
few months, on the rebound, she married a man as 
lonely as herself. Intercourse was not pleasant. 
“I get nothing from it except pain.” Periods became 
heavier still, and hysterectomy was considered. She 
was treated in a psychiatric clinic for menorrhagia, 
backache and depression; after several weeks she made 
a good recovery and the bleeding lessened. Six months 
later, the husband fell ill and the periods at once 
became very heavy again. 


Case 8: A woman, aged 24 years (Josie), had 
married an American citizen of Italian ancestry. 
went to U.S.A. to live with her husband's parents for 
a time, and did not enjoy her stay. One member of 
the family was in trouble with the police, and another 
was very superstitious and quarrelsome. Josie was 
anxious and discontented and began to have flooding. 
She said that bleeding could be set off by “ arguments 
or war pictures; anything sentimental or terrifying. It 
depends on my mood.” When she returned to the 
States, after a stay in England, life was more congenial: 
she was happier and improved a great deal. 


Case 9: Clara married at 23 years of age, and the 
marriage was “ bad from the outset.” Intercourse was 
difficult and she suffered pain. “ When I told him this, 
he said ‘imagination’ and forced himself on me.” 
Flooding began in the first week, and during the $ 
months Clara and her husband were together the 
periods were profuse (6/21) and painful. Clara soon 
decided that she could not tolerate this relationship, 
and went back to her parents’ home. Here there were 
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difficulties too. Clara had to help in the house and 
contribute to the budget, while her sister, who was 
married, did not; this caused jealousy. Under treat- 
ment the periods were much reduced in amount, but 
the length and interval were unchanged. 


Case 10: The principal cause of Averin’s menor- 
rhagia was disappointment at her failure to produce a 
live child. Because of a rhesus incompatibility her 
3 children were stillborn or dead. A _ contributory 
cause of tension was resentment at her husband's 
heavy sexual demands. She separated from him for 
this reason in 1944, when she was 22 years old. When 
she came to hospital, she was hoping to marry again. 
We were able to make blood tests of Averin and her 
prospective husband and assure them both that a blood 
disorder was most unlikely. She then married, and 
her periods gradually reverted to normal. 


Case 11: Hilda, aged 35 years, married, at 18, a 
man she described as “ sadistic and selfish”; she left 
him after 2 years and was later divorced. She then 
had 3 engagements, but each was broken off, mainly 
because she “could not bear to be dominated.” The 
mental turmoil of these recurrent disappointments set 
off profuse bleeding at the period. Her periods con- 
tinued to be heavy until at last she made a happy 
marriage. “The improvement is due to the help, 
kindness and companionship of my husband, who 
makes my life so happy.” 


Case 12: Susan's life had been an unhappy one; she 
often saw her mother abused and knocked about by 
her stepfather, and she was so disturbed by this that 
she left home and went to stay with a brother. His 
wife had a goitre, and was ill-tempered. “ Always 
argued with me; I would get excited and feel ill.” Her 
periods gradually became more and more heavy (6/28). 
She had no settled home and moved from place to 
place. On her first visit to hospital, at 24 years of age, 
she had headache, faintness, giddy spells, and feelings 
of fear, as well as menorrhagia. The main source of 
tension at that time was guilt about intercourse with 
her fiancé; later, it was anxiety and insecurity from 
her unsettled life. “The periods always get heavy 
if I'm upset or worried.” Under treatment the loss 
diminished; the periods varied between 3/28 and 6/28. 


I am indebted to Mr. J. B. Blaikley for his 
help and advice, and to my colleagues at Guy’s 
and Charing Cross Hospitals, for allowing me . 
to see cases under their charge. 


THE TREATMENT OF GENITAL TUBERCULOSIS IN THE FEMALE 
BY STREPTOMYCIN AND PARA-AMINOSALICYLIC ACID 


THe treatment of genital tuberculosis in the 
female has hitherto been by operative measures 
in which the tuberculous tissue has been 
removed, by the employment of sanatorium 
treatment, or by a combination of both. 

Operative measures are usually adopted in 
patients with localized lesions, but lead to grave 
disability where hysterectomy or salpingo- 
odphorectomy is carried out in young women. 
It is with these points in mind that a series of 
cases is being treated at the Royal Salop 
Infirmary, Shrewsbury, by means of Strepto- 
mycin and P.A.S. and the results so far are 
assessed. This paper is an interim report on the 
results of chemotherapy which has been em- 
ployed over the past 2 years. 

The cases fall into broadly 3 categories: the 
first, where no pelvic lesion other than a proved 
tuberculous endometritis has been demon- 
strated; the second, where the tubes and ovaries 
are clinically involved; and the third, where 
extra-genital as well as genital tuberculosis has 
been demonstrated. 

Twelve cases are reviewed. In all but one 
the diagnosis has been made by the histopatho- 
logy of uterine curettings and by culture of the 
latter together with guinea-pig inoculation. In 
the remaining case the diagnosis was made on 
the histological appearance of a Fallopian tube 
removed at operation. In the majority of the 
cases under review the organism has been typed, 
although in 3 cases the results of such typing 
are not yet known. 

One of the difficulties associated with this 
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treatment has been to determine an adequate 
dosage. In order to do this, a curettage has 
been carried out at monthly intervals to evalu- 
ate the progress of each case. We are of the 
opinion that a full curettage with preliminary 
dilatation of the cervix is essential if scattered 
foci of tuberculous infection are not to be 
missed; and we regard strip curettage, as 
practised by Ryden (1950), as being liable to 
give a false negative result. This is in accord- 
ance with the view of Bamforth (1950). We 
have not experienced any harmful effect as a 
result of cervical dilatation and this view is in 
accordance with the experience of Sered, Falls, 
and Zummo (1950). Treatment has been con- 
tinued for 2 months after the first negative 
histopathological result and guinea-pig inocu- 
lation of the curettings, and has consisted of 
Streptomycin 0.5 g. twice daily, P.A.S. 10 to 20 g. 
daily, depending on tolerance, and in 2 cases 
Moogrol oil. 

With the exception of 4 cases, Streptomycin 
has been given for 3 months. In 1 case, when 
the supply of Streptomycin was controlled, 
treatment could only be given for a month 
(Case 1, see Table I). Two cases received 
treatment by Streptomycin for 4 months (Cases 
5 and 11); and 1 case for 5 months (Case 7). 

The duration of P.A.S. and Streptomycin 
treatment was the same with the exception of 
one case (Case 1) which was treated before the 
advent of P.A.S. therapy and another case 
(Case 9) in which P.A.S. was continuously 
administered for 6 months. 
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The Side Effects of the Administration of 
Streptomycin, P.A.S., and Moogrol Oil 

In our experience no side effects, including 
vestibular disturbances, resulted from _ the 
administration of Streptomycin in doses of 
bg. b.d. 

Diarrhoea and vomiting commonly resulted 
from the administration of P.A.S. and account 
for the big variation in the total amount of 
this drug used in different cases since some 
patients seem more susceptible to the ill effects 
of P.A.S. than others. In 3 cases a typhoid- 
like pyrexia developed during the administra- 
tion of P.A.S., and lasted for 3 or 4 weeks. In 
one case the temperature reached 105°F. Full 
investigations for “ pyrexia of unknown origin ” 
were negative in all cases. Temperature re- 
sumed normality with cessation of P.A.S. 
therapy. Erythema was noted in 2 cases, 
necessitating re-adjustment of the dosage of 
P.A.S. In one case the development of a 
severe leucopenia necessitated the temporary 
cessation of P.A.S. therapy. 

Moogrol oil was found to be extremely 
ifritating when given intramuscularly and pro- 
duced widespread indurated areas with con- 
siderable pain. 

In addition to a general examination all the 
cases under review have been investigated from 
the point of view of possible extra-pelvic 
tuberculosis by means of an X-ray of the lungs 
and cervical glands, together with an intra- 
venous pyelogram. Additional routine investi- 
gation by means of guinea-pig inoculation of 
catheter urine has been carried out in each case. 
One case presented a history of tuberculous 
glands of the neck at the age of 16, and tabes 
mesenterica when aged 34, which was con- 
firmed histologically when an appendicectomy 
was performed. In a second case tuberculosis 
of the talus was associated with genital 
tuberculosis and this patient has recently been 
admitted to the Robert Jones and Agnes Hunt 
Orthopaedic Hospital with spinal tuberculosis 
(Case 11). 

The commonest predominant symptoms in 
the cases under review were menorrhagia and 
sterility. This finding is contrary to the teach- 
ing that amenorrhoea is usual in genital 


tuberculosis 


We are in agreement with Ryden when he 
states that genital tuberculosis is frequently 
unassociated with physical signs in the pelvis 
and in 6 of the cases reviewed no abnormal 
pelvic signs were present besides the proved 
tuberculous endometritis. In the remaining 6 
cases adnexal lesions were also found. 

Two cases yielded on curettage very scanty 
curettings. There was considerable difficulty 
in obtaining sufficient material for histopatho- 
logical investigation and guinea-pig inoculation. 
We very much doubt if sufficient material for 
diagnosis could have been obtained by any 
method short of full curettage. Moreover, both 
these cases have continued to yield equally 
scanty curettings on every occasion during the 
past | to 2 years. 

We have been interested to find that at least 
half of our cases have had bovine tubercu- 
losis, which we think may be due to the fact 
that many of our patients come from a rural 
community. Until recent times pasteurized milk 
in this area was unusual. The typing of Myco- 
bacterium tuberculosis is a laborious process, 
but we deemed it well worth while in order to 
assess the results of treatment in both forms of 
infection. When sufficient cases have been 
collected this information may prove to be of 
prognostic value. 

An important finding, in view of the common 
opinion that tuberculous endometritis is invari- 
ably secondary to tubal tuberculosis, was that 
at laparotomy (carried out before treatment in 
Case 4 and after in Case 3) the Fallopian tubes 
in both cases appeared to be free from tuber- 
culosis. X-ray evidence supports the operation 
findings. 


RESULTS OF TREATMENT 


Menorrhagia. Of the 5 cases presenting this 
symptom, 4 were cured and | improved. 

Sterility. Six cases complained of infertility. 
but in none has pregnancy yet occurred. 

Amenorrhoea. There were 2 cases of amenor- 
rhoea. Both of these now have a regular 
menstrual cycle. 

Weicht increase. Ten cases showed an in- 
crease of weight varying from 6 to 28 pounds. 
In 1 case the weight remains unchanged. A 
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THE TREATMENT OF GENITAL TUBERCULOSIS IN THE FEMALE 


loss of weight of 11 pounds has occurred in the 
remaining case (Case 10) which has developed 
a primary carcinoma of the Fallopian tube and 
which we are reporting in a separate communi- 
cation. 

Adnexal masses. In 2 cases these quickly 
subsided on treatment. One case (Case 9) re- 
mained unchanged as a result of Streptomycin 
and P.A.S. therapy over 3 months, but the mass 
had become considerably smaller by the end 
of a further period of 3 months of P.A.S. treat- 
ment. In the remaining 3 cases a right tubo- 
ovarian abscess was operatively removed before 
treatment in one (Case 8); the mass remained 
unchanged in another (Case 7); and proved to 
be a tubal carcinoma in the third (Case 10). 
Sered et al. state that antibiotic treatment before 
operation renders the latter less formidable. It 
would appear that, in some cases at least, 
adequate conservative treatment may make 
operation unnecessary even where considerable 
adnexal masses have been present. 

Salpingogram. Few of the cases reviewed 
have had salpingograms carried out; our reason 
has been the fear of lighting up a healing tuber- 
culous salpingitis. It has been our practice not 
to do a salpingogram at a shorter interval than 
12 months from the first negative result. The 
cases which have had salpingograms carried 
out before treatment are those which have been 
under investigation for sterility at some time 
previously and before the diagnosis of tuber- 
culosis had been made. One case (Case 2) 
having bilateral tubal occlusion on two occa- 
sions before treatment now has patent tubes. 
A second case showed tubal patency both 
before and after treatment (Case 3). In 2 cases 
tubal occlusion has persisted despite treatment. 

Excluding Case 10, which developed a car- 
cinoma of the Fallopian tube, a study of Table I 
shows the successful results of conservative 
treatment of tuberculous endometritis, with the 
probable exception of Case 7, whose response 
is less favourable, and it is to be noted that in 
this case, too, the adnexal mass has remained 
unchanged. As a result of treatment Case 9 
is symptom-free and has gained weight by 28 
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pounds, and the large pelvic mass which was 
present is considerably reduced in size. Bac- 
teriological investigations of the curettings are 
being carried out. Case 12 has not yet been | 


followed up sufficiently to form an opinion of 
its progress. 

This report is not final and we hope to 
publish in the future more cases treated con- 
servatively and to follow up the present series 
of cases under review for a longer period of time. 


CONCLUSIONS 


Although conservative measures necessitate 
a long stay in hospital, yet it is our view that 
conservative treatment with Streptomycin and 
P.A.S. shows promise and may replace the older 
surgical methods, which so often resulted in 
serious disability to the patient. 


We wish to thank Dr. Gregor Grant, Dr. 
Alun Jones, and Dr. M. Symons, for their 
whole-hearted co-operation the pro- 
duction of this paper by carrying out the 
pathological investigations. We also wish to 
thank Dr. Scurlock, Senior medical Adminis- 
trative Officer of the Birmingham Regional 
Hospital Board, for supplying us with Strepto- 
mycin for the treatment of our earlier cases, when 
the supply of this substance was controlled. 
Acknowledgments are also due to Dr. H. Ross, 
Dr. C. Mitchell, and Dr. M. Larg, for the help 
they have given in the wards, and to Miss I. 
Mote, who has helped with the secretarial work 
connected with this communication. 


We would like to thank Mr. Burke for 


' supplying us with the details of Case 12, and 


Mr. J. P. Knight of The Schools, Shrewsbury, 
for his help in correcting the proofs. 
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HYPEREXTENSION OF THE HEAD IN BREECH PRESENTATION 
Two Cases Followed by Normal Delivery 
BY 
R. G. H. Hatt, M.R.C.S., M.R.C.0.G. 


Registrar, Birmingham Maternity Hospital 


In the recent literature two cases of hyperexten- 
sion of the foetus in utero have been described, 
one occurring in a breech presentation (Deacon, 
1951) and the other (Denny, 1951) occurring 
in a transverse presentation, the so-called 
“flying foetus”. In both cases delivery was 
by Caesarean section, owing to marked outlet 
contraction in the first case and the failure to 
perform external version in the second. 

The aetiology of the hyperextended attitude 
of the foetus is obscure. The attitude may be 
present in various presentations, and appears to 
be an occasional cause of face or brow pre- 
sentation. 

Gibberd (1935) suggested that there was 
present a spasm of the extensor muscles of the 
foetus, and he described it later (1939) as a con- 
dition of excessive tone rather than one of actual 
muscle spasm. 

As the hyperextended attitude may occur with 
any position of the foetus it seems that this 
excessive tone of the extensor muscles is the 
most likely aetiological factor. This possibility is 
enhanced by the fact that, in most reported cases, 
the increased extensor tone of the foetus persists 
for a variable time following delivery. 

In the following two cases, a hyperextended 
attitude occurred in a breech presentation. In 
both cases normal assisted breech delivery was 
carried out. 


Case 1 was a primigravida, aged 21, whose 
delivery was expected on 4th March, 1951. 

On 9th February, at the 37th week, the position 
was left occipito-lateral. The head was above 
the brim. but it could be made to engage. It 
was noted that the baby was small in size. 

On 16th February, at the 38th week, the 


presentation was a breech, with the back to the 
left. An attempt to perform external cephalic 
version was unsuccessful. We were surprised 
that the attempt at version failed, as the baby 
was small, the legs were not extended, and there 
appeared to be plenty of liquor. It was noticed 
at the time that, although there was no doubt as 
to the presence of the foetal head in the fundus, 
it was not freely ballottable. 

X-rays (Figs. 1 and 2) showed the presentation 
to be a breech, with a foot presenting. The upper 
cervical spine showed gross hyperextension. The 
radiologist suggested the possibility of a gross 
spinal deformity or a thyroid tumour, the latter 
being most likely. 

In view of the radiologist’s report the patient 
was admitted and artificial rupture of the mem- 
branes carried out on 26th February. Labour 
commenced immediately. The flexed breech 
descended rapidly and at 2.15 a.m. 27th Feb- 
ruary, was distending the perineum. An 
episiotomy under local anaesthesia was per- 
formed. The trunk was delivered normally, and 
the arms which were extended were easily hooked 
down. The head entered the pelvis still partly 
extended, but flexion was completed and an easy 
delivery of the aftercoming head was carried out 
by jaw flexion and shoulder traction, at 2.40 a.m. 
The third stage was normal. 

The infant, a female weighing 6 pounds, 
appeared to be quite healthy. The only abnor- 
mality noticed was that the second and third toes 
of each foot had a common metatarsal. The 
increased tone of the extensor muscles persisted 
for 3 days and then gradually became less, 
although some degree was still present when the 
mother and child were discharged on the 10th 

day. 
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HYPEREXTENSION OF THE HEAD IN BREECH PRESENTATION 


Case 2, a multigravida, aged 27, expected her 
delivery on 19th August, 1951. 

There were two previous normal deliveries : 
in 1947 a living male child, weighing 7 pounds 
6 ounces; and in 1950 a living female child, 
weighing 8 pounds 2 ounces. 

She was first seen on 24th August, 1951, with 
a breech presentation, the back being on the 
right side. The foetus was considered to be 
quite big. X-rays showed the breech with a 
foot presenting and hyperextension of the cer- 
vical spine (Figs. 3 and 4). There were no 
obvious foetal abnormalities. 

The patient was admitted on the following day, 
25th August, for surgical induction of labour. 
Artificial rupture of the membranes was carried 
out. Labour commenced 6 hours later and, after 
a rapid first stage, the cervix was fully dilated at 
11.5 p.m. With the next contraction the breech 
and one leg were born. The remaining leg, trunk 
and arms followed with the next contraction. 
Spontaneous flexion of the head occurred on 
allowing the baby to hang downwards by its own 
weight. The head was then easily delivered by 
the Mauriceau-Smellie-Veit manoeuvre at 11.20 
p.m. The third stage was normal. There was a 
small first degree perineal tear. 

The infant, a female weighing 8 pounds 14} 
ounces, appeared to be quite healthy and cried 
immediately on delivery. The hyperextension 
attitude was marked after delivery for about 36 
hours, and then rapidly passed off. The mother 
and baby were discharged on the 4th day for 
home nursing. 


COMMENT 
The hyperextended attitude of the foetus when 
occurring in a breech presentation does not 
exclude a normal delivery as shown by these 2 
cases. In neither case was there any obvious 
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cause for the attitude and, as the latter persisted 
after delivery for a variable time, in both cases 
it was most probably due to an excessive 
extensor tone. 

Deacon (1951) noted that in his own case and 
in both cases of Wilcox (1949) the hyperexten- 
sion attitude was associated with a footling 
presentation, a combination present in both the 
above cases. 

In Case 1 above the attitude of the foetus may 
have been the cause of failure to carry out 
external cephalic version. The arms were notice- 
ably deflexed, a condition which Wilcox pointed 
out resulted from hyperextension of the neck, 
and which may be a factor in causing nuchal 
displacement. However, this complication did — 
not occur in either of the above cases, and there 
was no difficulty in delivering the arms. 


SUMMARY 


Two cases of a hyperextended attitude of the 
foetus occurring in a breech presentation are 
described. 

Normal assisted breech delivery was per- 
formed in both cases. 


I wish to thank Mr. A. H. Barber of Boundary 
Park Hospital, Oldham, and Mr. A. L. Deacon. 
Birmingham Maternity Hospital, for permission 
to publish these cases. 
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Tue clinician is often faced with the problem 
of determining the aetiology of a vaginal dis- 
charge. This is especially difficult when labora- 
tory facilities are too far removed from the clinic 
or ward for immediate examination to be under- 
taken 

The diagnosis of gonorrhoea is the most 
important examination, from a social point of 
view, which can be made from the examination 
of such swabs. It does not appear to be widely 
known that there is a transport medium which 
not only enables gonococci to be cultured after 
the swab has been in the transport medium for 
24 hours, but that also the presence of Tricho- 
monas vaginalis and of monilia can be detected. 
The transport medium advocated is that of 
Stuart (1946). It is simple to make and to use, 
and my observations have shown that it can 
be stored for at least 6 months at room tempera- 
ture without any change in quality. 


METHOD OF USE 


The medium is issued in j-ounce, screw- 
capped bottles which are filled to the top. It 
contains 0.15 per cent sodium thioglycollate as 
a reducing agent and methylene blue as an 
indicator of anaerobiosis. The charcoal-impreg- 
nated swab from the cervix, urethra or rectum 
(in cases of suspected gonococcal infection) or 
vagina (in cases of suspected Trichomonas or 
monilia infection) is cut off when the swab is 
placed in the medium so that the top of the 
bottle can be screwed on again. The bottle is 
then dispatched to the laboratory. 

The charcoal appears to adsorb a fatty acid 
in agar that inhibits the growth of certain strains 
of gonococci. The evidence for this has been 
produced by Moffett, Young and Stuart (1948), 
and by Stuart (1951). Stuart (1946) advocated 


that the swab sticks be boiled in buffer solution 


A TRANSPORT MEDIUM FOR GYNAECOLOGICAL SWABS 
BY 
J. G. ALEXANDER, M.B., B.S., D.Path. 
Consultant Bacteriologist, Hull Groups “A” and “ B”’ Hospitals 


to prevent them “excreting” acid into the 
medium. If best quality wood and cotton-wool 
are used, however, it appears that this is not 
necessary. 


RESULTS 


Only cultures from women were examined. 
They were taken in duplicate by Dr. A. O. Ross 
at the Liverpool Royal Infirmary. One swab 
was placed in the transport medium and the 
other (from the same site) was sent over to the 
laboratory and was examined within one hour 
of being taken. Chocolate agar, as prepared 
by McLeod et al. (1934), was used. A freshly 
prepared | per cent solution of tetramethyl para- 
phenylene diamine hydrochloride was used as 
the oxidase reagent. Most of the direct cultures 
were not confirmed by fermentation reactions, 
but all positives by the transport medium were 
confirmed. There may, therefore, have been a 
few false positives among the direct cultures. 
This would tend to weigh the odds against the 
value of the transport medium. The results 
obtained are given in Table I. 

There is a 46.25 per cent advantage in using 
the transport medium for 18 to 36 hours over 
using direct cultures. This works out at 4.45 x 
the standard error and so is significant. As 
Fisher (1942) emphasized, however, the only real 
conclusion is that the “ null hypothesis ” is un- 
true. 

It will be seen that when the swab is left in 
the transport medium for 36 to 96 hours the 
method is not reliable. 

Fig. 1 shows the relationship between the size 
of the original inoculum and the survival time 
in the medium. The longest time that any strain 
remained viable in the medium was 7 days 21 
hours. 

Twenty-one specimens yielded more than 20 
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MEDIUM FOR GYNAECOLOGICAL SWABS 


Taste I 


No. of Direct cultures 


‘In transport medium 


In transport medium 
36 to 96 hours 


18 to 36 hours 


positive 


swabs Positive Negative 


41 out of 388 
examined 


21 out of 309 
examined 


colonies when the swabs were plated out after 
24 hours and, of these, 17 showed survival for 
longer than 36 hours. Only 12 out of 26 yield- 
ing less than 20 colonies, however, survived 
longer than 36 hours. The difference works out 
at 4.6 x the standard error and so is significant. 
The number of colonies and hours of survival 
in this calculation have been chosen because of 
personal convenience. 


é 


= 


Fic. 1 

The most troublesome contaminants encoun- 
tered were Proteus and Bact. coli. The incor- 
poration of 1/5,000 thallium acetate in the 
transport medium was found to exert no 
inhibitory effect on these organisms. 

The medium was found to be useful in the 
diagnosis of Trichomonas vaginalis and monilia 
infections. No detailed study was made how- 
ever. 


DISCUSSION 


A large number of different types of transport 
media for gonococci have been described and 
there is no doubt that good results have been 
obtained with some of them. All except the 


Positive 


Negative Positive Negative 


one described by Stuart (1946), however, enable 
the gonococcus to multiply, whereas Stuart’s is 
a “ holding ” medium which gives the clinician 
a more accurate account of the number of 
gonococci at the site of infection. 

According to Tulloch (1931), horse serum agar 
slants were used by many laboratories. The 
inoculated medium was incubated for 48 hours 
before being sent to the main laboratory. Stuart 
(1946) reviews much of the literature. In brief, 
the media, which may be liquid or solid, are 
kept at 0°C. or 37°C. before the swabs are plated 
out. Various dyes, incorporated in the media, 
have been used to inhibit contaminants, but evi- 
dence as to their efficacy is conflicting. Cooper 
and Linton (1947) used a modified Cox and 
McDermott’s (1943) mixture as a transport 
medium in which was incorporated 1/5,000 
thallium acetate. Good results with inhibition 
of contaminants was claimed. Cooper, Mayr- 
Harting, and McLachlan (1950) used Cox and 
McDermott’s mixture as modified by Harber 
(1947) and claimed good results. The methods 
used were rather elaborate. Thallium acetate 
1/5,000 was found to give better inhibition of 
contaminants than 1/30,000 crystal violet. 
Buck (1947) and Peizer and Steffen (1947) also 
describe the use of various transport media. The 
beneficial effect of anaerobic conditions upon 
the viability of gonococci has been pointed out 
by Parish (1932), Kirsten and Fleischer (1938), 
and by Hac (1940). Le Minor, and Le Minor 
and Combrs (1949) have described a few experi- 
ments showing the value of the medium des- 
cribed by Stuart (1946). 

When assessing the value of any transport 
medium, and indeed when attempting to isolate 
gonococci by any means, there are certain 
points which should be remembered. Firstly. 
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changes in the pH of the cervical mucus may 
alter the viability of the strain of gonococcus 
under consideration. Lamar, Skettles, and Delf 
(1940) demonstrated that such changes in pH 
occur at different stages of the menstrual cycle, 
and Koch (1947) showed that it was easier to 
isolate gonococci in the oestrogenic than in the 
luteal phase. Secondly, the influence of oestra- 
diol and progesterone on the growth of gonococci 
is not yet settled. Koch (1947) states that 
1/20,000 progesterone, when incorporated in 
culture medium, inhibited growth, whereas 
oestradiol had no such action. These results are 
confirmed by Bergquist (1948) but not by Put- 
konen and Eberling (1950). A few experiments 
by myself, in which the hormones were dis- 
solved in the transport medium, have not sup- 
ported Koch's (1947) findings. Purely tentative 
conclusions can only be drawn, however, as only 
a few strains were tested. 


SUMMARY 


Stuart’s medium has been shown to give 
significantly better results than direct cultures 
in the diagnosis of gonorrhoea in women. These 
good results are only obtained if the swab is 
plated out less than 36 hours after being placed 
in the transport medium. When the colony 
count after 24 hours in the medium exceeds 20, 
significantly more cultures survive in the 
medium for more than 36 hours. The simpli- 
city of manufacture and use of the medium, 
together with its keeping qualities, make it an 
ideal gynaecological transport medium. 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


My thanks are due to Professor D. T. Robin- 
son, City Bacteriological Laboratory, Liverpool, 
for allowing me to carry out this investigation, 
and to Dr. A. O. Ross for supplying the swabs. 
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BACTERIAL COUNTS OF MILK IN INADEQUATE LACTATION 


BY 
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Tue bacteriology of human milk has been re- 
ported relatively infrequently in the literature, 
though methods of sampling and factors in- 
fluencing the results were investigated at the 
end of last century (Cohn and Neumann, 1891; 
Ringel, 1893). Since then other contributions 
have been made, of which those by Schlaeppi 
(1928), Blatt and Kessler (1937), and Wright 
(1947) are of particular interest. 

Information regarding the bacterial flora has 
been collected by Dudgeon and Jewesbury 
(1924), Schlaeppi (1928), Dippel and Johnston 
(1935), Moon and Gilbert (1935), Sauer (1939), 
and Wright (1947), from the literature and their 
own investigations. They showed that the 
bacteria found in milk from women with mastitis 
were present in a small proportion of milk 
specimens obtained from apparently healthy 
women. In addition several large series of bac- 
terial counts have been reported by Dudgeon and 
Jewesbury (1924), Blatt and Kessler (1937), 
and Wright (1947). Their results showed that 
the counts for milk from apparently healthy 
women varied greatly from case to case, but did 
not give a series of bacterial counts for milk 
from women with mastitis. The action of anti- 
bacterial substances such as lysozyme in inhibit- 
ing the growth of bacteria in women’s mijk has 
also been investigated (Rosenthal and Li : 
man, 1931; Blatt and Kessler, 1937; Catel, 1939; 
Herrdiz-Ballestero, 1945; Herrdiz-Ballestero and 
Pérez, 1945). The knowledge gained from all 
these investigations has proved of value in the 
organization of milk banks and has revealed that 
certain organisms present in milk influence the 

G 


intestinal flora of infants fed on the milk, while 
others may be pathogenic not only to the mother 
but also to her infant (Dudgeon and Jewesbury, 
1924; Todorovic, 1928; Holt and Howland, 
1939; Duncan and Walker, 1942). 

Bacterial flora in cases of mastitis and normal 
lactation have been investigated and it has been 
shown that bacteria that occur in mastitis can 
also occur in normal milk. Further investiga- 
tions into bacterial flora would, therefore, seem 
unprofitable. On the other hand, no observations 
on the bacterial counts of cases of suspected 
mastitis and inadequate lactation have been 
noted in the literature. Therefore, bacterial 
counts in cases of inadequate lactation have been 
chosen for investigation. 


MATERIAL 


Two groups of women were selected for the 
investigation. The first group comprised 19 
apparently healthy women who were lactating 
inadequately. Each woman was chosen after 
noting that her infant had not progressed satis- 
factorily for at least 2 weeks and that the poor 
progress was due to underfeeding. Underfeed- 
ing was confirmed the day before the milk 
samples were taken by test-weighing the infant 
for a period of 24 hours. The results of the test- 
weighing and the age of the infant are recorded 
in Table I. Each woman manually expressed 
two samples of milk; one was taken from each 
breast before the breast feed at 10 o'clock in the 
morning. These samples were not used for 
bacteriological examination because they were 
likely to be contaminated with organisms on the 
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nipple or in the large superficial ducts of the 
mammary gland. Immediately after these 
samples had been taken 2 specimens of milk, 
one from each breast, were expressed into 
separate sterile bottles for bacteriological 
examination. The amount of milk taken for 
each sample was about 4 ml. and each sample 
was examined on the day of the test. 

The second group of women was investigated 
in precisely the same way as was the first. This 
second group consisted of 12 apparently healthy 
women whose infants had been thriving on the 
breast for at least 3 weeks. 


METHODS AND RESULTS 

The technical details of the bacteriological 
examination were those described by Wilson 
(1935). The bacterial count obtained for each 
milk sample was tabulated, the counts being 
expressed as the number of colonies grown on 
the specially prepared agar medium from | ml. 
of milk. 

The results of the investigation are given in 
Tables I and Il. Those obtained for the group 


Taste I 


Bacterial Counts for Women with Inadequate 
Lactation 


Bacterial ‘count 
Daily milk Right Left 
yield in oz. breast breast 


Week of 
lactation 


Case 
No. 


| 


21 50 50 
19 360 170 
16 700 300 
18 290 300 
19 310 365 
16 1500 320 
22 700 400 
12 540 740 
12 1040 510 
8 250 600 
11 130 751 
13 950 800 
20 200 1000 

2 2412 1264 
24 412 2121 
15 1400 2300 
16 2400 
10 3200 
6 5600 
17 8480 


—— 
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Tasie Il 
Bacterial Counts for Women with Adequate 
Lactation 
Week of 
lactation 


Right breast Left breast 
60 30 
113 26 
290 

1200 
1150 
100 
300 
900 
400 
2300 
700 
4000 
5000 


Case No. 


of 19 women with inadequate lactation are given 
in Table I. From this table it is noted that those 
women were in the 4th to 18th week of lactation 
and had a daily milk yield of 4 to 24 ounces 
at the time of the test. Their bacterial counts 
ranged from 50 to 8,480. The results obtained 
for the 12 women with adequate lactation are 
given in Table II. These women were between 
the 4th and 22nd weeks of lactation and their 
bacterial counts ranged from 26 to 5,000. 


DISCUSSION 


The bacterial counts of women with inade- 
quate lactation were then compared with those 
of women with adequate lactation. In both 
series individual figures varied markedly from 
one another and a mean bacterial count of 1,570 
was obtained for the 40 observations made on 
women with inadequate lactation and one of 
750 for the 26 observations made on women 
with adequate lactation. Though the former 
mean value was twice the latter, the differ- 
ence when statistically analysed was found 
to be insignificant. The observations made in 
this investigation have therefore failed to sup- 
port the theory that chronic mastitis might be 
responsible for inadequate lactation. It there- 
fore appears from present knowledge that 
apparently healthy women who are lactating 
inadequately are no more likely to have a chronic 
mastitis than those lactating adequately and that 


= 
4 
. 3 4 
5 14 
6 5 
7A 10 
7B 18 

i 22 
a 10 8 
11 6 
a 12 6 
9 

9 

9 

4 

18 

6 

10 
7 

i 5 

4 
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BACTERIAL COUNTS OF MILK IN INADEQUATE LACTATION 


such a condition is not responsible for the 
majority of cases of inadequate lactation. 


SUMMARY 


1. Milk samples were taken from 19 appar- 
ently healthy women with inadequate lactation 
and from 12 similar women with adequate 
lactation. The women who were examined were 
between the 4th and 22nd weeks of lactation. 
The bacterial counts of the samples were deter- 
mined. 

2. The bacterial counts for women with 
adequate lactation were compared with those 
for women with inadequate lactation. The 
individual results varied greatly in the two 
groups and the mean bacterial count for women 
with inadequate lactation was twice as great as 
that for women with adequate lactation. 

3. The difference between the mean bacterial 

count for women with adequate lactation and 
that for women with inadequate lactation was 
analysed statistically and found to be insignifi- 
cant. 
4. It was concluded that apparently healthy 
women lactating inadequately are no more likely 
to have a chronic infection of the mammary 
gland than those lactating adequately and 
that such a condition is not responsible for 
the majority of cases of inadequate lactation. 


We are grateful to Miss J. D. Cranfield for her 
assistance in determining the bacterial counts and 
to Dr. D. N. Lawley for the statistical analysis. 
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A FURTHER CASE OF INTRAPERITONEAL HAEMORRHAGE 
FROM RUPTURE OF A VEIN ON THE SURFACE OF A 
UTERINE FIBROMYOMA 
With a Note on Possible Aetiology 


BY 


ARCHIBALD T. McNeiIL, M.B., M.R.C.O.G. 
Senior Registrar, St. Mary Abbots Hospital, London 


ALTHOUGH 2 cases of intraperitoneal haemor- 
rhage from rupture of a vein on the surface of 
uterine fibromyomata have been recorded in 
this Journal (Davies, 1950) it is felt that the 
following case warrants inclusion in the literature 
as it appears to explain one mechanism for the 
haemorrhage not recorded previously. 


Case REPORI 


Mrs. A. S, a nulliparous woman aged 45, was 
admitted to hospital as a surgical emergency on Ist 
September, 1951 She stated that while hanging 
pictures she had been seized by an attack of colicky 
lower abdominal pain causing her to vomit twice. She 
retired to bed, but the pain persisted and she was 
unable to lie still. Approximately half an hour afte1 
the onset of the pain, its character changed from being 
colicky in nature to a continuous knife-like pain, the 
intensity of which caused her to collapse. 

On the way to hospital she developed pain in both 
shoulder tips. There was no history of injury. The 
bowels were regular and there was no disturbance of 
micturition The menstrual cycle had been regular 
with normal loss and the last period had been 3 weeks 
before. 

On admission she had all the signs of internal 
haemorrhage. She was pale, cold, and clammy. The 
pulse was 104 and of poor volume, the temperature 
97.8, respirations 20 per minute, and blood-pressure 
100/69 mm.Hg 

The abdomen moved poorly with respiration, and 
there were generalized tenderness and rigidity, most 
marked in the right iliac fossa, where a hard mass 
could be felt arising out of the pelvis. Both flanks 
were dull to percussion and bowel sounds were not 
heard 

Vaginal examination revealed a hard non-tender 
mass distending the pouch of Douglas, and there was 
tenderness in all the fornices. The cervix was high up 
in the vagina behind the symphysis pubis. The mass 
in the right iliac fossa appeared to be continuous with 
that felt on vaginal examination 
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A diagnosis of torsion of a uterine fibroid was made, 
but it was difficult to accept this diagnosis as the sole 
cause of the symptoms and of the presence of free 
fluid in the abdomen. 

A blood transfusion was commenced, and the 
abdomen was opened by a right paramedian sub- 
umbilical incision. The peritoneal cavity was dis- 
tended by free blood, approximately 3 pints in 
amount. Both Fallopian tubes and ovaries appeared 
normal, the uterus was twisted on its long axis through 
90 degrees, but showed little congestion. Attached to 
its posterior surface was a sub-peritoneal fibroid, the 
lower pole of which occupied the pouch of Douglas, 
while the upper pole extended into the right iliac fossa. 
On disengaging it from the pelvis and bringing it into 
the wound, several large collapsed veins were seen 
on its posterior surface, one of which was open and 
still bleeding fairly profusely. 

A subtotal hysterectomy was performed, and the 
remaining abdominal viscera then inspected and found 
to be normal. A few oozing vessels were observed on 
a roughened area of the parietal peritoneum over- 
lying the posterior wall of the pelvis in its left lower 
quadrant. The interest of this area lay in the fact that 
it corresponded exactly to the position of a ruptured 
vein on the posterior surface of the fibroid. 

Apart from mild postoperative bronchitis the 
patient’s convalescence was uneventful. 

Specimen. This showed a smal! uterus with a large 
subperitoneal fibroid arising from its posterior surface. 
On this surface there was a small area the size of 
a florin, which was roughened and denuded of peri- 
toneum; in the middle of this lay the ruptured vein. 


COMMENTARY 

Previously, where external trauma has not 
been a factor, the cause of rupture of a vein 
in such cases has been ascribed to increased 
intra-abdominal pressure (Ransohoff and Drey- 
fuss, 1921) or increased blood supply to the 
pelvic organs during menstruation (Davies, 
1950). 


4 | | 

| 

- 


INTRAPERITONEAL HAEMORRHAGE FROM RUPTURE OF A VEIN 


Large thin-walled veins are frequently seen 
coursing over the surface of uterine fibromyo- 
mata, but their rupture is extremely rare, 3 cases 
only having been reported in the British litera- 
ture in the past 45 years (Woodruff, 1948: 
Davies, 1950). In these cases, the bleeding vein 
has been situated on the posterior surface of the 
fibroid, which itself arose from the posterior 
surface of the uterus, and Hasskarl (1949), in a 
review of the world literature, found 60 cases, 
or 50 if cases of intra-peritoneal haemorrhage 
from ruptured vessels in the pedicle of peduncu- 
lated fibroids are excluded. He recorded similar 
tindings in the majority of cases but figures are 
not stated since exact clinical data were often 
missing except for 23 of them which were 
originally collected by Ernst and Gemmeltoft 
(1922). In 11 of these the vein was situated on 
the posterior surface of the fibroid which also 
arose from the posterior surface of the uterus 
and it is felt that this has an important bearing 
on the aetiology. It is postulated that adhesions 
are formed between the posterior surface of the 
tumour and the peritoneum of the posterior 
pelvic wall, and should there be any movement 


of the tumour these adhesions are torn and any 
underlying vein opened. 

In a search of the literature the presence of 
adhesions is mentioned only once (Ernst and 


Gammeltoft, 1922). In our case there were 
numerous adhesions between the tumour and 
parietal peritoneum but, as it was necessary to 
divide these before the tumour could be dis- 
lodged from the pelvis, it was unfortunately 
impossible to decide where the bleeding vein had 
been situated. It is interesting to note that both 
Hasskar! (1949) and Ransohoff and Dreyfuss 
(1921) found a history of events associated with 
increased intra-abdominal pressure, prior to the 
onset of symptoms as instanced by hard work, 
washing clothes, or reaching up to high shelves. 
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and in the present case the patient had been 
hanging pictures. This increased intra-abdo- 
minal pressure will account for movement of 
the tumour with resultant haemorrhage. 

In this case the patient’s first symptoms were 
those of torsion of a viscus, viz. severe colicky 
abdominal pain, vomiting and the inability to 
lie still in bed, followed by collapse, constant 
abdominal pain, and pain in both shoulders. 

These symptoms could be explained by the 
movement of the tumour and the resultant 
haemorrhage. 


SUMMARY 


1. A case of intra-peritoneal haemorrhage 
from a ruptured vein on a uterine fibromyoma is 
described. 


2. In similar reported cases the ruptured vein 
has been found on the posterior surface of the 
tumour which is usually lying immobile in the 
pelvis. 

3. It is postulated that one mechanism of 
rupture is (a) the forming of adhesions between 
the fibromyoma and the pelvic wall, followed 
by (b) displacement of the tumour and tearing 
through of the adhesions and rupture of a vein 
at the site of the tear. 


I wish to thank Miss A. Fleming, F.R.C.O0.G., 
for her help and advice in this case and Mr. 
John Milloy, F.R.C.S., for permission to publish. 
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REPORTS OF SOCIETIES 


NORTH OF ENGLAND OBSTETRICAL AND 
GYNAECOLOGICAL SOCIETY 


June 1951 


Dr. J. W. A. Hunter, the President, took the chair 
at a meeting of the North of England Obstetrical and 
Gynaecological Society, held in the Medical School, 
Newcastle-upon-Tyne, on Friday, Ist June, 1951 


Mr. John A. Hadley described 


A CASE OF MALIGNANT MELANOMA IN PREGNANCY 


(See page 217 of this issue) 


Discussion 

Ihe President remarked that it was a well-known 
characteristic of melanotic tumours that secondaries 
might not appear for several years after removal of 
the primary growth. 

Dr. T. G. Robinson suggested that the eye symptoms 
might have been due to cerebral metastases and Mr. 
Hadley agreed, saying that the dysphagia might have 
been of similar origin. 

Mr. S. Bender pointed out that on naked-eye 
examination alone metastases in the placenta and 
foetus could not be excluded. He thought the moral 
of Mr. Hadley’s case was that, if there was persistent 
vomiting in the second half of labour for which no 
obvious obstetric cause could be found, search should 
be made for a general cause, particularly malignant 
disease. He recalled a somewhat similar case, 
eventually found to be due to carcinoma of the 
stomach. Prof. H. Harvey Evers, agreeing with this, 
quoted two personal cases where the vomiting had 
been due to tuberculous meningitis and sarcoma res- 
pectively complicating pregnancy. Mr. Hadley replied 
that all through they had felt that they were not deal- 
ing with the usual hyperemesis and the primary cause 
had been sought but, not surprisingly, was not found 


Dr. James Hendry read a paper on 
Detayep Lasour IN DoMICILIARY PRACTICE 


Dr. Hendry thanked the Society for giving him, a 
general practitioner, the opportunity to place before 
them some of the difficulties encountered in domicili- 
ary midwifery. He hoped they would then appreciate 
the reasons why the general practitioner transferred 
to hospital women in labour who after arrival there 
had a normal delivery. He himself had often been 


amazed how beneficial a journey in a jolting ambu- 


lance could be in correcting a malpresentation, helping 
a head to rotate, or stimulating a flagging uterus! 

He thought that, excluding gross abnormalities, 
delay in labour occurred more frequently in domi- 
ciliary than in hospital practice mainly because of ner- 
vous and emotional factors. But these were less likely 
to be operative if the woman was attended through- 
out her pregnancy and labour by the same doctor. 
He deprecated the separation of antenatal from intra- 
natal care because, in clinics conducted by doctors 
who were detached from the management of labour, 
the patient tended to be regarded as a case, rather 
than as a woman with fears and doubts for which 
reassurance and explanation were most necessary. 
Moreover, antenatal clinic notes were not available 
to the practitioner when called out in an emergency. 

Dr. Hendry then referred to the problem of dystocia 
in the grande multipara with babies of successively 
greater weight, and added that in domiciliary practice 
misguided efforts at bearing down in the first stage 
were a not uncommon cause of delay in labour. 

He then sought advice and guidance as to how far 
the general practitioner was entitled to treat delay in 
labour expectantly and as to when he should transfer 
the patient to hospital. He described the type of case 
in which these difficulties arose to perplex the prac- 
titioner. The attitude of the relatives on the one 
hand and the pressure of a busy practice on the other 
tended to influence the doctor against continuing 
expectant treatment in the home. He himself sug- 
gested the following as indications for transfer to 
hospital: disproportion, serious maternal distress, 
foetal distress when vaginal delivery could not be 
immediately undertaken, cervical dystocia, and con- 
striction ring dystocia. 

Finally Dr. Hendry said that he felt that the inade- 
quacy of undergraduate obstetric training to-day, 
especially in relation to domiciliary practice, made it 
more difficult for the young doctor outside hospital to 
make the right decision, and he hoped that the Royal 
College of Obstetricians and Gynaecologists would 
come to grips with this aspect of the problem. 


Discussion 

The President welcomed Dr. Hendry’s paper as 
presenting a viewpoint other than that of the 
specialist and agreed with Dr. Hendry’s strictures on 
the common method of staffing local antenatal clinics. 
He himself thought that inertia in labour was becom- 
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REPORTS OF SOCIETIES 


ing more common because of the spread of the 
pernicious practice of inducing premature labour. 

Mr. C. R. MacDonald also deplored the division of 
the care of the pregnant woman. His remedy was 
to bring the clinic staff into participation in the 
practice of obstetrics in the hospitals; but Mr. Bryan 
Williams thought that the present structure of the 
National Health Service prevented the complete 
solution of this problem. 

Prof. Farquhar Murry also congratulated Dr. 
Hendry on his paper. He found the relaxation afforded 
by light chloroform anaesthesia very helpful in 
assessing difficult cases. 

Prof. H. Harvey Evers said that the Royal Col- 
lege advocated an obstetrical service based on 
hospitals, but including general practitioners and 
midwives as part of the district service, with part of 
the teaching of students also falling within their 
sphere. 

He considered that the total length of the labour 
rather than the duration of the second stage affected 
the outcome for the baby. As a working guide there- 
fore, if the os was not more than one-third dilated after 
36 hours in labour, the patient was best transferred 
to hospital. 

In reply Dr. Hendry said that the general practi- 
tioner had to tread warily so that he neither acquired 
a reputation for transferring all his obstetrical cases 
to hospital nor received the blow to his prestige that 
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an undue number of stillbirths in his practice would 
entail. 


Mr. Bryan Williams read a paper on 


THe AETIOLOGY AND TREATMENT OF THE ADHERENT 
PLACENTA 


(See page 220 of this issue) 


Discussion 

Prof. Farquhar Murray advocated leaving the uterus 
alone in the third stage of normal labour, but in 
abnormal and difficult cases manual removal of the 
placenta was a beneficial procedure which also allowed 
the operator a chance to exclude rupture of the uterus. 

Mr. S. Way stated that it was his practice to allow 
half an hour at the most for the third stage in the 
presence of a known deformity of uterine shape. 

Miss D. M. Kerslake advocated that abortions after 
16 weeks should be dealt with in obstetrical rather than 
gynaecological units because in these miniature labours 
the third stage might be prolonged and dangerous 
because of haemorrhage. 

Mr. C. R. MacDonald suggested that the impression 
that the adherent placenta was most commonly still 
attached at the right cornu might be due to that area 
being the last explored by the operator working right- 
handed, but Mr. Bryan Williams discounted this, 
pointing out that in the majority of cases this could be 
recognized on abdominal examination alone. 


ROYAL COLLEGE OF OBSTETRICIANS AND GYNAECOLOGISTS 
Maternity Medical Report 


FEBRUARY 1952 


The Standing Committee responsible for the drafting of this Report, published 
in the Journal (Vol. LV, 1948, pp. 478-496), has again reviewed it, and in the light 
of comments received and from observations of clinical reports so far received, 
the Council recommends the following emendations : 


On page 481—Puerperal Pyrexia 


Attention is drawn to the new Ministry of Health standard which presumably 


will now be used, namely: 


“ Any febrile condition occurring in a woman in whom a temperature of 
100.4°F. (38°C.) or more has occurred within 14 days after childbirth or mis- 


carriage.” 
On page 485—Table 7 


This should be headed “ Antepartum Haemorrhage not believed to be Placenta 


Praevia.” 


REVIEW OF CURRENT LITERATURE 


The Journal is fortunate in being able to run this Review in conjunction with the 
Abstracting Service of the British Medical Association. All the abstracts of this 
service which cover obstetrical and gynaecological literature and literature on the 
new-born are at our disposal. The Review will, however, contain in addition 
abstracts and titles of articles which, though not of sufficient general interest for 
publication in the monthly volumes published by the British Medical Association. 
5 are yet sufficiently important for a specialist journal. 
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REVIEW OF CURRENT LITERATURE 


ANATOMY 


406. A New American Morphological Classification 
of the Female Pelvis on a Radiological Basis. (Una 
nuova classificazione morfologica americana dei 
bacini femminili basata sulla indagine radiologica.) 

By V. S. Pesce and N. Damiani. Minerva ginec., 3, 
253-265, May 1951. 29 figs., 16 refs. 


407. Criteria of Inlet Contraction. What is Their 
Value? 

By D. F. Katrreiper. Amer. J. Obstet. Gynec., 62. 
600-606, Sept. 1951. 5 figs., 5 refs. 


408. Pneumoperitoneum in the Study of Pelvic 
Structures. 


B. J. R. Maxrie_p. J. Amer. med. Ass., 146, 920- 
923. July 7, 1951. 4 figs., 18 refs. 


409. Further Researches on the Lymphatic Supply 
of the Uterus. (Nuove richerche sui linfatici dell’- 
utero.) 

By M. Boni and E. Lauricetta. Arch. Ostet. Ginec., 
55, 439-470, Sept.-Oct. 1951. 4 figs., bibliography. 


410. The Presence of Clear Epithelial Cells in the 
Mucous Membrane of the Human Uterus. (Das Vor- 
kommen heller epithelialer Zellen in der Mucosa uteri 
der Frau.) 

By H. G. Zhi. 73, 1187-1206, 
1951. 14 figs., 30 refs. 

This extensive study of the morphology and the 
possible function of clear epithelial cells in the human 
endometrium was carried out at the Women’s Hospital 
of Giessen Medical Academy. [An important paper on 
this subject by Hamper! (Virchows Arch., 1950, 319, 
265) is not mentioned in this article.) Similar clear 
cells have been observed by other authors, in the 
intestines, the pancreas, and the gall-bladder. They are 
usually arranged in small groups and appear to be 
triangular or flask-shaped in sections; their protoplasm 
is clear and their nucleus is small and circular; accord- 
ing to Feyrter the clear cells occurring in the pancreas 
constitute a “ diffuse, disseminated endocrine organ ”. 

The author’s material consisted of 600 specimens of 
uterine mucous membrane, obtained either by hysterec- 
tomy or by curettage. There were 102 specimens of the 
proliferative phase and 87 of the secretory phase; 223 
of cystic-glandular hyperplasia, 61 of atrophic mucous 
membrane, 35 of adeno-carcinoma, 9 of tuberculous 
endometritis, 25 of acute unspecific endometritis, 47 of 
chronic endometritis, and 8 of pregnancy. Eleven diff- 
ferent methods of tissue fixation and staining were used, 
and the author gives a detailed description of the clear 
cells. He emphasizes the great variations in both the 
size of the cells and the shape of their nuclei, and tries 
to correlate these variations with the functional state of 
endometrium in which they occur. “One would feel 
inclined to think that the corpus luteum hormone .. . 
exerts its influence not only on the secreting cell and 
its nucleus but also on the clear cell, being responsible 
for increase in size of the cell and its nucleus”; it is 
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thought, however, that the follicle hormone may be 
partly responsible for these changes in the clear cells. 

Employing Gros-Schultze’s silver impregnation 
method, the author demonstrated that there was no 
connexion between the clear cells and the nervous 
system. Referring to the clinical experience that 
atrophy of the ovaries and menopausal symptoms not 
infrequently supervene some time after hysterectomy, 
the author suggests that the clear cells may constitute 
an endocrine organ, forming one link in the hypo- 
physis-ovary-thyroid chain. 

[This article is worth a detailed study by those in- 
terested in the histology of the endometrium.) 

N. Alders 


411. Histochemical Researches into the Nature of 
the l Granular Cells of the Uterus. (Sulla 
natura delle cellule granulore basofile dell’utero.) 

By F. Carapa. Arch. Ostet. Ginec., 55, 667-679, 
Nov.-Dec. 1950. 18 refs. 


412. Quantitative Morphological Investigations of 
the Follicular System in Women. Variations in the 
Different Phases of the Sexual Cycle. [In English.] 

By E. Biocx. Acta endocrinol., Kbh., 8, 33-54, 
1951. 2 figs. bibliography. 


PHYSIOLOGY 
413. Quantitative Aspects of the Growth of the 
Human Ovum and Follicle. 
By S. H. Green and S. Zuckerman. J. Anat., Lond., 
85, 373-375, Oct. 1951. 9 refs. 


414. The Proportion of Ovarian Follicles in Dif- 
ferent Stages of Development in Rats and Monkeys. 

By S. H. Green, A. M. Manni, and S. ZUCKERMAN. 
J. Anat., Lond., 85, 325-329, Oct. 1951. 9 refs. 


415. Fluorescence in Follicles and Yellow Bodies. 
(Die Eigenfluoreszenz in Follikeln und Gelbkérpern.) 

By A. Rocxenscnaus. Zb/. Gyndk., 73, 1206-1212, 
1951. 6 figs., 8 refs. 

416. The Female Temperature Cycle and its Prac- 
tical ._ (Der Temperaturzyklus der Frau 
und seine Auswertung in der drztlichen Praxis.) 

By H. Kuinner. Med. Welt, 20, 1343-1344, Oct. 27, 
1951. 

417. Migraine and the Menstrual Cycle. (L’emi- 
crania in relazione al ciclo menstruale contributo alla 
sua patogenesi.) 

By C. BELVEDERI. 
1951. Bibliography. 

418. Tokographic Evidence of the Automatic 
Activity of the Cervicas Musculature. (Tokographische 
Angaben zur Automatie der Muttermundmuskulatur.) 

By S. L6érAnp. Acta med. Acad. Sci. Hung., 2, 303- 
310. 9 figs., 12 refs. 

419. Activity of the Cervix of the Human Uterus 
and its Responses to Drugs. 

By H. O. Scuip. Proc. R. Soc. Med., 44, 869- 
870, Oct. 1951. 6 refs. 


Riv. ital. Ginec., 34, 273-302, 
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420. Influence of Female Hormones on Motility of 
Cat's Uterus and its Responses to Oxytocics. 

By M. L. Crary, A. Cameron, and B. N. Craver. 
Proc. Soc. exp. Biol., N.Y., 77, 778-783, Aug. 1951. 
4 figs., 15 refs. 


421. The Relation of the Menstrual Phase to 
Uterine Contractility. (Influenza della fase del ciclo 
ovarico sulla contrattilita uterina spontanea o modi- 
ficata da farmaci (sparteina, glicerofosfato).) 

By S. Canna. Riv. ital. Ginec., 34, 330-346, 1951. 
7 figs., 39 refs. 


422. Changes of Pupillary Size During the Men- 
strual Cycle. (Ober Verinderungen der Pupillenweite 
im Rhythmus des Menstruationscyclus.) 

By G. K. and E. Scuarrers. Arch. Gyndk., 
179, 585-593, 1951. 3 figs., bibliography. 


423. The Induction of Intermenstrual Bleeding in 
Normal Monkeys with Deoxycorticosterone Acetate 
and Testosterone Propionate. 

By P. L. Krowun. J. Endocrinol... 7. 318-320, Oct. 
1951. 3 refs. 


424. The Time of Vaginal Opening in Rats After 
Ovarian Autotr pl 


By A. M. Manot and S. Zuckerman. J. Endocrinol., 
7, 335-338, Oct. 1951. 3 refs. 


425. The Reaction of the Ovaries and Adrenal 
Glands of Female Rats to Ovarian and Muscle Homo- 
grafts. 

By A. M. Manot and S. Zuckerman. J. Endecrinol.. 
7. 344-348, Oct. 1951. 8 refs. 


426. Autoradiography with P** of the Rabbit Ovary. 
[In English.] 

By E. Opestap. Acta obstet. gynec. scand., 31, 63- 
73, 1951. 4 figs., 21 refs. 


427. The Effect of Thyroidectomy on Reproduction 
in the Female Rabbit. 

By PL. Krown. J. Endocrinol., 7, 307-309, Oct. 
1951. 3 figs., 7 refs. 


428. The Androkinetic Action of Progesterone and 
the Mechanism of its Enhancement by Simultaneous 
Administration of Oestrogen. (Uber die androkine- 
tische Wirkung des Progesterones und das Zustande- 
kommen ihrer Verstirkung durch die gleichzeitige 
Zufuhr von Ostrogen.) 

By H. Zanter. Virchows Arch., 320, 374-396, 1951. 
8 figs., 49 refs. 


429. Research on the Fluorometric Estimation of 
Urinary Ocstrogens. (Ricerche sul dosaggia fluoro- 
metrico degli estrogeni urinari.) 

By L. Viace and O. Ferrint. Arch. “ E. Marae- 
liano” Pat. Clin., 6, 433-448, May-June 1951. 1 


26 refs 


430. Analysis of the Gonadotrophic Activity of an 
Ultrafiltration Concentrate of Human Urine. [In 
English.] 

By A. A. H. Kassenaar and F. J. A. Paesi. 
endocrinol., Kbh., 8 125-130. 10 refs. 


Acta 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


431. Hormone Estimations in Pre-puberty and 
Puberty. (li dosaggio ormonale nell’eta prepubere ¢ 
pubere femminile.) 

By G. P. Batassi and C. Ricca. Minerva ginec., 3. 
277-283, May 1951. 2 figs., bibliography. 


432. Effect of the Ovarian Hormones on the Meta- 


bolism of Acid Soluble Phosphorus in the Myo- 
metrium. [In English.] 


By U. Borett. Acta endocrinol., K bh., 8, 131-148, 
5 figs., 31 refs. 


433. Analysis of Lipid Constituents of the Cervical 
Secretion 


1951. 


By M. ‘A. B. BRECKENRIDGE and W. T. POMMERENKE. 
Fertil. and Steril., 2, 451-458, Sept.-Oct. 1951. 4 figs.. 
24 refs. 


434. Response of the Cat’s Endometrium to Implan- 
tation of Different Steroids. 

By J. M. Rosson and A. A. J. Physiol... 
115, 313-316, Nov. 28, 1951. 3 figs., 8 refs. 
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435. Fitness for Work in Pregnancy. 
k praci pri tehotenstvi.) 
By A. Cernocn. Lék. Listy, 6, 457-461, July 1, i951. 


436. Culdoscopic Observations on the Tubo-ovarian 
Mechanism of Ovum Reception. 

By A. Decker. Fertil. and Steril., 2, 253-259, May- 
June 1951. 2 figs. 

Observations, based on several hundred ~ culdo- 
scopic” examinations, support the theory that the 
ovarian ligament contracts at or near the time of 
ovulation; by this action the ovary is drawn towards 
the uterus, to lie in a fossa on the posterior surface of 
the broad ligament below the Fallopian tube. In one 
case the ligament varied in length from 1.5 cm., at the 
time of ovulation, to an estimated length of 3.5 to 
4.0 cm. later in the cycle. 

Alteration of this mechanism may cause infertility, 
although the tubes are patent. Fixation of the tubes and 
ovaries may follow acute appendicitis, postpartum or 
postabortal infection, tuberculous peritonitis, and 
endometriosis. Culdoscopic examination in several 
instances has revealed early and unsuspected endo- 
metriosis, and local resection has relieved the symp- 
toms, and may have increased fertility. 

D. W. Higson 


437. Anatomy of the Human Cervix in Pregnancy. 
By P. E. Hucuespon. Proc. R. Soc. Med.. 4, 
871-872, Oct. 1951. 


438. Study of the Vaginal Smear between the 6th 
and 8th Months of Pregnancy. (Etude de frottis 
vaginal entre le sixitme et le huititme mois de la 
grossesse.) 

By K. PaNNneMaANns. Brux.-méd., 31, 2303-2309, 
Nov. 4, 1951. 3 figs., 7 refs. 
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REVIEW OF CURRENT LITERATURE 


439. The Behaviour of Acetalphosphatide in Preg- 
nancy and During Labour. (Das Verhalten de Acetal- 
phosphatide in der Schwangerschaft und unter der 
Geburt.) 

By G. Scndrer. Z. Geburtsh. Gyndk., 135, 222-228, 
1951. 3 figs., 5 refs. 


440. Concerning Sex Determination. (A propos du 
determinisme du sexe.) 

By A. van Lint. Brux.-méd., 31, 2300-2302, Nov. 4, 
1951. 


441. The Androgen Content of the Amniotic Fluid 
in Relation to the Sex of the Foetus. (Sul contenuto 
di sostanze androgene nel liquido amniotico in rap- 
porto al sesso del feto.) 

By P. N. Siriguini and C. Ricca. Minerva ginec., 3, 
157-161, Apr. 1951. 17 refs. 

The authors estimated the 17-ketosteroid content of 
specimens of amniotic fluid secured by puncture of the 
sac or at premature rupture of membranes and report 
97 per cent accurate results in forecasting the sex of 
the infant by this method. The surprising finding is 
that no 17-ketosteroids at all were found in the case 
of female foetuses. [This is at variance with urinary 
findings in young children and the work requires con- 
firmation In any case, puncture of the amnion is not 


so safe from the point of view of complications, such 
as premature induction of labour, as to warrant its use 
in normal cases simply to satisfy curiosity.] 


D. B. Fraser 


442. On Electrocardiograms Taken Directly from 
the Human Foetus in Utero. 

By P. Vara and K. NIEMINEVA. 
Basel, 132, 241-253, Oct. 1951. 


Gynaecologia. 
4 figs., 12 refs. 


443. The Participation of Maternal Leucocytes in the 
Defensive and Inflammatory Processes of the Foetal 
Organism. (Die Beteiligung miitterlicher Leukocyten 
an Abwehr-und Entziindungsprozessen im fetalen 
Organismus.) 

By M. SraemMMier. Frankfurt Z. Path., 62, 262-268, 
Apr. 1951. 

Systematic examination of human embryos up to the 
7th month of pregnancy, when the foetus could not yet 
have produced mature leucocytes, showed maternal 
leucocytes wandering from the intervillous spaces 
through the chorion and amnion. These cells entered 
the amniotic fluid, and could be aspirated or swallowed; 
they were shown to participate in inflammatory pro- 
cesses in the embryo. H. Lehmann 


444. A Macroscopical Study of the Disposition and 
Characteristics of the Foetal Vessels in the Human 
Placenta. (Studio macroscopic sulla disposizione ¢ 
sulle caratteristiche dei vasi fetali nella placenta 
umana.) 

By V. Danesino and K. WieDERMANN. Arch. Ostet. 
Ginec., 55, 471-495, Sept.Oct. 1951. 34 figs., 9 refs. 
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445. Observations on the Human Placenta. 

By W. J. Hamicton and J. D. Boyp. Proc. R. Soc. 
Med., 44, 489-496, June 1951. 9 figs., 19 refs. 

In order to reassess the basic structure of the human 
placenta the authors have studied the placenta from 
over 100 pregnancies. The importance of examining 
the placenta in situ is emphasized, and the present in- 
vestigation includes 21 such studies. 

Previous observations on placental structure are 
summarized and the results compared with those in 
the present investigation. The findings are as follows: 
(1) It is suggested that the placental villi are labyrinth- 
ine in character, with fusion of the branches, instead of 
floating freely in the intervillous space. (2) Sections of 
placentae in situ show that the maternal arteries and 
veins appear to open into or out of the intervillous 
space more or less regularly over the whole surface of 
the vasal plate. However, the free circulation of the 
blood in the intervillous space has not been explained. 
(3) “ Looseness”” of the decidua between the uterine 
musculature and the basal plate is described. At the 
margin of the placenta the decidua becomes more com- 
pact and a sub-chorial extension is shown. (4) Increase 
in circumference of the placenta is shown to occur 
throughout pregnancy by growth at the edge. The 
greatest increase in thickness occurs between the 4th 
and the 7th months. (5) The thickness of the placental 
membrane varies during pregnancy, being thicker 
during the early months. The cytotrophoblast disap- 
pears completely by the Sth month and there is little 
variation in the thickness during the last half of preg- 
nancy. The efficiency of the membrane is not related 
to its thinness. Margaret C. S. Binnie 


446. Studies on Placental Permeability with Radio- 
active Isotopes of Phosphorus and Iron. [In English.] 

By J. NAESLUND. Acta obstet. gynec. scand., 30, 231- 
246, 1951. 6 figs., 15 refs. 

Why erythroblastosis occurs comparatively rarely in 
the offspring of marriages between an Rh-positive man 
and an Rh-negative woman has never been satisfactorily 
explained. One theory is that there is a lesion in the 
placental barrier allowing foetal erythrocytes to pass 
into the maternal circulation, thus immunizing the 
mother. This view received support from the author's 
histological studies of placenta published with Arén in 
1947 (Acta obstet. gynec. scand., 1947, 27, 115), in 
which it was shown that, towards the end of pregnancy. 
the trophoblast covering the villi may be missing over 
large areas, and that the foetal vessels in the villi 
sometimes lie naked as endothelium-clad tubes in the 
intervillous spaces. In several areas openings were 
found in the foetal vessels, so that the blood of the 
foetus seemed to mix with that of the mother. 

Further support for this view is furnished by the 
present study. In 19 experiments, using radioactive 
phosphorus injected intravenously 10 to 40 minutes 
before delivery, there was, in one case, a considerably 
higher specific radioactivity in the child’s blood cells 
than in the child’s plasma or the maternal blood, sug- 
gesting that some of the mother’s highly radioactive 
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blood corpuscles had entered the foetal vascular 
system. In 7 experiments with radioactive iron (which 
the author much prefers, but had difficulty in obtain- 
ing) similar positive results were got in 4. 

(While these results are interesting and obviously 
important, one is tempted to ask why such a placental 
lesion, when once it occurs in cases where the male 
parent is homozygous Rh-positive, should always recur 
in every subsequent pregnancy.] F.J. Browne 


447. Hormone Secretion by Human Placenta Grown 
in the Eyes of Rabbits. 


By H. L. Srewart. Amer. J. Obstet. Gynec. 61. 
990-1000, May 1951. 8 figs., 5 refs. 
It has long been believed that Langhans cells 


disappear from the human placenta by the end of the 
3rd month, and that they are responsible for the pro 
duction of gonadotrophic hormone, which reaches its 
peak about the 120th day of pregnancy and thereafter 
rapidly declines. Also, while it is known that the 
placenta contains large amounts of oestrogen, it has 
always been doubtful whether it was formed by the 
placenta or merely stored there, because while chorionic 
gonadotrophin had been produced in tissue cultures it 
had never been found possible either to grow syncy- 
tium in cultures or to produce oestrogens or pro- 
gesterone. 

Pieces of full-time human placenta were implanted 
into the anterior chamber of rabbits’ eyes and the 
effects were observed for 4 to 6 months. It was found 
that Langhans cells grew and that large follicles, 
corpora haemorrhagica, and corpora lutea developed 
in the ovaries. This proved that Langhans cells are 
present in the human placenta at term and that they 
produce chorionic gonadotrophin. 

In further experiments full term placental tissue was 
implanted into the eyes of castrated rabbits. The 
uterus enlarged, with evidence of oestrogenic develop- 
ment, but with one exception without any evidence of 
progestational change. 

Histologically, the implanted tissue showed villi with 
syncytium and occasional Langhans cells. The urine 
contained oestrogens which were demonstrated by 
noting the vaginal reaction after injecting spayed mice 
with the urine. This proves that syncytium produces 
oestrogens 

As the uterus of only one of the castrated animals 
showed progestational change the author considers 
that the evidence favouring secretion of progesterone 
by the placenta was inconclusive. F. J. Browne 


448. Studies on Surviving Human Placental Tissue 

-Ilf| The Toxicity of Placental Perfusates. 

By L. C. Crestey and N. M. ALTER 
Obstet. Gynec., 61, 1218-1231, June 1951 
14 refs 

Stimulated by the views and work of Beker, Page. 
Bastiaanse, and others on ischaemia of the placenta as 
a possible source of an eclamptogenic toxin, the present 
authors have attempted to produce eclamptic pathology 
by perfusing human placenta and injecting the per- 


Amer. J 
4 figs.. 
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fusates intravenously into rabbits and dogs. When the 
placenta was perfused very slowly (“ artificial placenta 
ischaemia ") the perfusate was often toxic and changes 
were produced in the liver and other organs somewhat 
resembling those of eclampsia. These included liver 
necrosis, but without consistent fibrin thrombosis of the 
capillaries. In the kidney tubular degeneration, narrow- 
ing of the glomerular capillaries, and anaemia of the 
glomeruli occurred, but there was no thickening of the 
capillary basement membrane. Other toxic manifesta- 
tions were raised blood-pressure, albuminuria, oedema. 
and convulsions. The results indicate the presence of a 
toxin in the ischaemic placental perfusates, but whether 
it is specific to the placenta is not known as no other 
organ has been tested. The authors do not think that 
the toxin is identical with Smith and Smith's euglobulin, 
and it is probably not thromboplastin. as it is filtrable 
and thromboplastin is not. F. J. Browne 


449. The Placental Content of Acetylcholine and 
Cholinesterase and its Significance. (Sulle quantita’ 
di acetilcolina e di colinoesterasi nella placenta e sul 
loro significato.) 

By C. ConraLonieri and R. Riv. ital. 
Ginec., 34, 446-453, 1951. 14 refs. 


450. The Modification of Capillary Resistance and 
Permeability in Pregnancy by Means of Rutin. (Uber 
die Beeinflussung der Kapillarresistenz und der Kapil- 
larpermeabilitit in der Schwangerschaft durch Rutin.) 

By H. BurGcer. Z. Geburtsh. Gyndk., 135, 182-193, 
1951. 4 figs., 37 refs. 


451. Non-coagulability of the Blood in Obstetrics. 
(Les incoagulabilités sanguines en obstétrique.) 

By J. Grasset, A. J. Bret, A. Fienrer. and H. 
BAUMANN. Presse. méd., 59, 1415-1417, Oct. 27, 1951. 
3 figs. 

452. The Electrophoretic Differentiation of the 
Serum Proteins in the Proteins in the Pregnant Woman 
and in New-born and Older Infants. (Die Differenzie- 
rung der Serumproteine von Schwangeren, Sduglingen 
und Friihgeburten durch Elektrophorese.) 

By P. Peau. Z. Geburtsh. Gyndk., 135, 194-214, 
1951. 12 figs., 30 refs. 


453. The Excretion Curve of Pregnandiol in Preg- 
nancy and its Functional Significance. (La curva di 
eliminazione del pregnandiolo in gravidanza e suo 
significato funzionale.) 

By A. Pannain and G. Cerasuoto. Arch. Ostet. 
Ginec., 55, 655-579, Sept.-Oct. 1951. 25 refs. 


454. The Concentration of Chorionic Gonadotropin 
in the Serum and its Urinary Excretion during Preg- 
nancy. (Concentrazione serica eliminazione 
urinaria delle gonadotropine coriali nelle gestosi.) 

By G. Anzist and N. Vactio. Arch. Ostet. Ginec., 
55. 396-520, Sept.-Oct. 1951. 9 refs. 


455. Systemic Levels of Plasma Progesterone During 
Pregnancy in Women and Monkeys. 

By T. R. Forses. Endocrinology, 49, 218-224, Aug. 
1951. 2 figs.. 25 refs. 
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REVIEW OF CURRENT LITERATURE 
456, The Excretion of Creatine and Creatinine 


Pregnancy. 
By L. C. Crarx, H. THompson, and E. L. Beck. 
Amer. J. Obstet. Gynec., 62, 576-583. 4 figs., 23 refs. 


457. Iron Metabolism in Human Pregnancy as 
Studied with the Radioactive Isotope, Fe°’. 

By P. F. Haun, et al. Amer. J. Obstet. Gynec., 61, 
477-486, Mar. 1951. 3 figs., 12 refs. 

Iron, tagged with the radioactive isotope °*Fe, was 
fed in single doses, ranging from 1.8 to 120 mg., to 
466 normal pregnant women at various stages of preg- 
nancy, and the uptake of iron determined. It was 
found that at 30 weeks gestation and beyond three or 
more times as much of the iron was absorbed as during 
the first 15 weeks. The proportion of the total dose 
of iron found in the maternal erythrocytes decreased 
as the initial dose increased, although the total uptake 
of iron increased from the lowest to the highest dose. 
It therefore appears that protective iron therapy, even 
when intensive, may be a relatively inefficient pro- 
cedure. In the latter part of pregnancy such therapy 
may be more efficient, but it appeared from this study 
that single doses of 120 mg. of iron offer little advan- 
tage in the amount of iron actually incorporated into 
the maternal erythrocytes over considerably smaller 
doses. These findings relate only to single doses of 
iron and are probably maximal, since it has been shown 
that iron feeding leads to resistance or mucosal block 
to the absorption of iron. The variation in uptake of 


the foetus with different doses did not appear to be 
greatly different from that of the mother. 

[This study relates to normal pregnancy only, and 
findings might be different when the clinical picture is 
altered by a severe iron deficiency anaemia or even 


toxaemia.]} L. A. Cruttenden 


458. Iron Metabolism in Pregnancy. 
By A. Kiopper and S. Ventura. Brit. med. J., 2, 
1251-1254, Nov. 24, 1951. 30 refs. 


459. Effect of Caloric Intake on Nitrogen Utiliza- 
tion During Pregnancy. 

By H. and B. B. SHerr. Amer. diet. Ass., 
27, 847-854, Oct. 1951. 19 refs. 


460. The Serum Carotene and Vitamin A Level of 
Filipino Women During Pregnancy and After Delivery. 

By L. Concepcion and H. L. Der. J. Philipp. med. 
Ass., 27, 496-500, Aug. 1951. 17 refs. 


461. Sex Hormones and Relaxation of the Symphy- 
sis Pubis. (Hormones sexuelles et relachement 
symphysaire.) 

By Duonc Ba Bann. Presse méd., 59, 1159-1160, 
Sept. 8, 1951. 17 refs. 


462. Birth of a Living Child 337 Days after the First 
Day of the Last Menstrual Period. (Geburt lebenden 
Kindes 337 Tage nach dem ersten Tag der letzten 
Menstruation.) 

By E. Scnupert. Geburtsh. u. Frauenheilk., 11. 
334-339. Apr. 1951. 4 figs., 3 refs. 
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The case is reported of a woman aged 31 who, after 
a normal antenatal period, went into labour on the 
337th day after the last menstrual period. The child 
weighed 3.35 kg. (7 Ib. 6 oz.) and was 54 cm. long. 
The placenta was infarcted but otherwise normal. 
Apart from mild dehydration, the neonatal period was 
normal and serial blood counts revealed little except 
a rise in the lymphocyte count. D. C. A. Bevis 


463. An Improvement of the Frog Test of Pregnancy 
by the Rapid Precipitation of Gonadotrophin from 
the Urine. (Eine Verbesserung des Schwangerschafts- 
tests am Frosch durch Prolanschnelilfillung aus dem 
Harn.) 

By E. Brazer. Med. Welt, 20, 803-804, June 16, 
1951. 1 fig., 5 refs. 

Increasing use is being made of the frog test in the 
diagnosis of pregnancy all over the world. It is as 
reliable as the A.Z. test and easier to perform. Because 
of its speed it is useful in the earlier diagnosis of normal 
pregnancy, in unruptured ectopic gestation, and in 
varieties of abortion. In order to obtain concentration 
of the urinary prolans a reliable method is necessary. 
The apparatus for the method described is simple and 
cheap; it can cope with large quantities of urine, and 
produces an injection fluid harmless to the test animal. 
It consists of a glass water-pump connected by a two- 
way cock to the side of a Witts flask into the neck of 
which is fitted a large filter funnel, the tube of which 
leads into a flask contained within the Witts flask at 
about the level of the side-tube to the pump. The 
method of use is as follows: 100 ml. of night or morn- 
ing urine is filtered in the funnel with 200 ml. of 
acetone and afterwards is shaken thoroughly. The 
precipitate is separated from the supernatant fluid and 
is retained on the filter and washed with a mixture of 
25 mi. each of acetone and ether and then with ether 
alone. This procedure is carefully carried out by 
spreading the filtrate with a glass rod. The resulting 
white powder contains the prolans. The filter-paper 
is now washed with 4 ml. of distilled water. Then 
5 ml. of N/5 NaOH is added and the precipitate 
stirred well with the rod to ensure the finest possible 
distribution. The solution material is now sucked off 
into a flask with an indicator of either phenolphthalein 
or bromthymol blue. The precipitate is again stirred. 
Afterwards the flesk is stoppered and shaken 
thoroughly 100 times. The prolan solution is now 
drawn off and the precipitate for the last time is 
stirred and shaken with 5 ml. distilled water. This 
measure serves to dilute the solution (to about 15 ml.) 
and make it better for injection. If the phenol- 
phthalein reaction is red or that of the bromthymol is 
deep blue 10 per cent hydrochloric acid is added to 
neutralize the solution. Kenneth Bowes 


464. Use of the Swedish Male Toad (Bufo bufo) 
in the Diagnosis of Pregnancy. {In English.] 

By E. Diczratusy and A. WestMan. Acta obstet. 
gynec. scand., 30, 308-314, 1951. 26 refs. 

Bufo bufo, the Swedish male toad, was used as a 
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pregnancy test in 815 cases. The results were as 
follows: True positive in 325 (99.1 per cent), false 
positive 3 (0.9 per cent); true negative 403 (82.7 per 
cent), false negative 84 (17.3 per cent). The relatively 
high incidence of false negatives is in close agreement 
with the results obtained using the English common 
toad (B. vulgaris). The false negatives occurred 
mainly in early pregnancies, when the concentration 
of chorionic gonadotropin is low, and their incidence 
might be reduced by concentrating the gonadotropin 
content of the urine, or by repeating the test after a 
week. Samson (Science, 1950, 111, 231) has shown that 
about I! per cent of Rana pipiens might become 
refractory to chorionic gonadotropin in summer. The 
authors conclude that Bufo bufo is a useful test 
animal; the test is simple and inexpensive, and the 
result can be got within 3 to 4 hours. 
F. J. Browne 


465. Pregnancy Test with Xenopus  balois 
(Svangerskapsreaksjon med xenopus laevis som 
testdyr.) 

By T. Dante. Tidsskr. norske Laegeforen., 71, 461- 
462, Aug. 1, 1951. 3 figs., 2 refs. 


466. Use of the Frog Hyla labialis as a Test for 
Pregnancy. (Use de la rana de la sabana de Bogota 
(Hyla labialis) en el diagnostico del embarazo.) 

By J. Ramirez-Barrero and G. Montez-Duque. 
An. Soc. Biol. Bogota, 4, 166-170, June 1951. 5 refs. 


467. The Estimation of Serum Oxytocinase Activity 
as a Test of Pregnancy. (Aktivitatsbestimmung der 
Serum-oxytocinase als Schwangerschaftsnachweis.) 

By E. Werte and K. Sem. Klin. Wschr., 29, 544- 
545, Aug. 15, 1951. 5 figs., 7 refs. 


468. The Diagnosis of Pregnancy by the Chemical 
Estimation of Urinary Gonadotrophin. (Intento de 
diagnéstico del embarazo en la mujer mediante la 
determinacién quimica de la gonadotropina.) 

By L. Arriut. Laboratorio, Granada, 6, 49-58, July 
1951. 2 figs., 15 refs. 


469. The Mechanism of Grimaldi’s Test for the 
Rapid Diagnosis of Pregnancy. (Le mecanisme de la 
réaction de Grimaldi pour le diagnostic rapide de la 
grossesse.) 

By J. Bapin and H. Nast. Ann. Biol. clin., 9, 364- 
378, July-Sept. 1951. 12 refs. 


ABNORMAL 
470. Experimental Observations on the Action of 
Supersonic Waves on the Pregnant Uterus. (Prime 
osservazioni sull'azione delle radiazioni ultrasonore 
sull'utero gravido (Contributo sperimentale).) 

By M. CarsBonini. Ann. Ostet. Ginec., 50, 509-520, 
Apr. 1951. 28 refs. 

The biological action and the therapeutic possibilities 
of supersonic waves form the subject of a steadily in- 
creasing literature, particularly in Germany and Italy. 
This form of irradiation is said to act in the manner of 
a “cellular micromassage 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


After a detailed review of the medical literature on 
this subject and of its history and physical aspects, the 
author describes the effect of supersonic irradiation on 
the pregnant uteri of 6 guinea-pigs. A single exposure 
to these waves of short duration (5 to 10 minutes) led 
to premature expulsion of the uterine contents, while 
repeated (2 to 10) exposures (each of 10 minutes’ 
duration) were followed by intrauterine death of the 
litter without any attempt on the part of the uterus to 
expel the products of conception. N. Alders 


471. Induced Pregnancy in a Mammalian Host 
following Severe Total Body X-irradiation. 

By P. E. Rexers. J. Lab. clin. Med., 37, 331-341, 
Mar. 1951. 10 figs., 25 refs. 

“ Pregnancy was readily and naturally induced in dogs 
after large doses of total body irradiation of LD 90 or 
more. A full-time, viable pup was whelped from the 
dam receiving the largest dose of irradiation. A second 
dam aborted following a pulmonary infection. The 
third dam delivered 3 living pups, one of which was 
underdeveloped and succumbed. This dam and the 2 
offspring have remained well. During the gestation 
period of 50 days or more there were normal gross 
alimentations, constant weights, and varying degrees of 
depression of the peripheral blood elements without 
bacterial invasion of the blood stream or intravascular 
hemolysis. After whelping or aborting there was a 
rapid decline in the physical condition of 2 of the 3 
dams, subsequent death, and the findings of sepsis and 
degeneration including the hemopoietic tissues. From 
the data presented it does not appear that foetal tissue 
provided an active hemopoietic centre for the irradiated 
dam. The question, however, of the protective action 
of embryonic tissue for maintaining resistance to in- 
fections and of benefit from foetal endocrine or 
enzyme systems is raised.”—{Author’s summary.] 


472. Postural Shock in Pregnancy. 
By W. A. McRoserts. Amer. J. Obstet. Gynec., 
62, 627-632, Sept. 1951. 4 refs. 


473. Vomiting in Pregnancy. (V6mitos da gravidez.) 
By J. Ferreira pa Motta. Rev. Ginec. Obstet., 45, 
299-302, May 1951. 


474. Vomiting of Pregnancy and Antihistaminics. 
(Vomitos del embarazo y antistaminicos.) 

By T. Monroy. Rev. Obstet. Ginec., 11, 166-175, 
1951. 37 refs. 

Twenty-eight women suffering from vomiting of 
pregnancy were treated by antihistamine drugs (11 
cases with “ tenalin”, 150 mg.: 13 cases with “ dram- 
amine”, 300 mg.; and 4 with “trimeton”™, 75 mg. 
daily, divided in 3 doses), between the first 6 weeks and 
6 months of pregnancy. In 14 cases the vomiting 
disappeared on the Ist day of treatment and in all but 
1 by the 4th day. The case which resisted treatment 
showed, however, marked improvement, the nearly 
continuous vomiting being reduced to once in the morn- 
ing, but the suspension of treatment brought about 
recurrence of the symptoms. Secondary effects, such 
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as drowsiness, were frequent and sometimes there was 
diarrhoea. One of the patients showed some intoler- 
ance, with loss of consciousness and dizziness, but a 
reduction of the dose produced rapid improvement. 
E. Vazquez Lopez 


475. Changes in the Serum Proteins in Hypereme- 
sis Gravidarum and Their Relation to the Lability 
Reaction. (Uber die Verinderungen der Serumproteine 
bein der Hyperemesis gravidarum und ihre Beziehung 
zu den Labilitétskreationen.) 

By V. FriepperG. Z. Geburtsh Gyndk., 135, 214- 
222, 1951. 3 figs., 9 refs. 


476. The Hypotensive Effect of Follicular Hormone 
during Pregnancy. (Uber die blutdrucksenkende 
Wirkung des Follikelhormones bei Graviden.) 

By E. Muntau and P. U. Fecuner. Zbi. Gynik., 
73, 1212-1219, 1951. 2 figs., 18 refs. 

A single intravenous injection of 10 mg. of water- 
soluble “ progynon ”, or a single intramuscular injec- 
tion of 4 ml. of “ cyren B forte oleosum ” was given 
to 59 pregnant women a few days before the calculated 
date of delivery. In 62.7 per cent of the women so 
treated a fall in the blood pressure occurred within 2 
hours of the injection. The decrease was observed 
with equal frequency in cases of normal and of high 
blood pressure, but was less pronounced in the former 
group; the average decrease was 17.5 mm.Hg in women 
with “normal blood pressure” (systolic pressure of 
140 mm.Hg or less), but 22.9 mm.Hg in women whose 
systolic pressure exceeded 140. In 5 women whose 
systolic pressure was 115 mm.Hg or less, the injection 
was not followed by a drop. There was no difference 
in the action of the 2 hormone preparations employed. 
[This paper is interesting: (a) because it supports the 
contention of Kellar and Sutherland that hypertension 
in pregnancy is due to a humoral mechanism; and 
(b) in connection with Smith and Smith’s findings that 
6 to 8 weeks before the appearance of pre-eclamptic 
toxaemia the gonadotrophin content of the blood is 
increased and oestrogens and progesterone are 
diminished. The authors of this article do not men- 
tion these findings.] N. Alders 


477. Eclampsia in War-time. (Eklampsie im 
Kriege.) 

By F. Movers. Z. Geburtsh. Gyndk., 135, 229-234, 
1951. 22 refs. 

478. Prevention of Eclampsia. 

By R. A. Orr. J. Kentucky med. Ass., 49, 429-432. 
Oct. 1951. 5 refs. 

479. The Prevention and Treatment of Eclampsia. 

By L. D. Opett. Nebraska St. med. J., 36, 352-356, 
Nov. 1951. 7 refs. 

480. The Osmotic Theory of Eclampsia and the 
Mechanism of Water Retention. 

By J.C. Epwarps. Med. J. Aust., 2, 559-564, Oct. 
27, 1951. 5 figs., 16 refs. 

481. Eclampsia and the Kidney of Pregnancy. 
(Eclampsie et rein gravidique.) 
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By M. Gacnier. Un. méd. Can., 80, 950-952, Aug. 
1951. 5 refs. 


482. Etiology of Pre-eclampsia—Eclampsia. Ul. The 
Effect of Ora! Ingestion of Sodium Chloride and 
Sodium Bicarbonate by Patients with Toxaemia of 


By W. M. DieckMann, R. C. Smirrer, E. N. Horner, 
R. E. Porrincer, L. Rynkiewicz, and R. Lunpquist. 
Amer. J. Obstet. Gynec., 61, 1100-1106, May, 1951. 
1 fig., 6 refs. 

In previous papers the authors showed that normal 
pregnant women have a decreased ability to excrete 
water and that in some pre-eclamptic patients intra- 
venous injections of one litre of 2.5 per cent sodium 
chloride solutions for 3 or more days caused marked 
increases in weight, oedema, hypertension, and 
albuminuria with the onset of various other signs and 
symptoms which are associated with eclampsia. In 
susceptible patients the albuminuria rapidly and 
markedly increased, but in some patients who were 
apparently pre-eclamptic similar injections caused no 
such changes. In the present study, patients who 
showed too rapid a gain in weight, oedema, hyperten- 
sion, albuminuria, or various combinations of these, 
and in whom a diagnosis of pre-eclamptic toxaemia 
had been made, were given identical 1-g. tablets of 
sodium chloride, sodium bicarbonate, ammonium 
chloride, or a placebo (lactose); they were told to take 
7 tablets a day for one or more weeks and each patient 
was, if possible (that is, if her pregnancy lasted long 
enough), to take the whole series of 4 tablets. In some 
patients the sodium ion, especially as sodium chloride, 
caused a definite increase in the weekly gain in weight, 
in the degree of oedema, in the blood pressure, and in 
the proteinuria. However, in about 70 per cent of the 
patients there was no difference in the response to the 
substances used and no evidence of an exacerbation 
from the administration of the sodium ion. 

This confirms the results previously obtained by in- 
travenous injection of hypertonic saline solution and 
leads the authors to conclude that many patients who 
have signs of toxaemia and who have been so diagnosed 
do not have true pre-eclampsia; for these they suggest 
the term “ pseudo pre-eclampsia”. It is, they consider, 
a waste of time to restrict the sodium intake of patients 
with “pseudo pre-eclampsia” as well as of many 
patients with hypertensive disease. The need for a 
better selection of patients and a more rigid restriction 
of the sodium ion in true pre-eclampsia is indicated. 

; F. J. Browne 


483. On the Nature of Preeclampsia. 
By L. C. Cuestey. Bull. M. Hague Maternity Hosp., 
4, 60-68, Sept. 1951. 28 refs. 


484. Quantitative and Qualitative changes of Blood 
Serum Proteins in Pre-eclampsia and Eclampsia. 
(Zmianv ilosciowe i jakosciowe bialek krwi w stanach 
przedrzucaqkowych i w r7ucawce.) 

By T. Ziecinski and W. Perrusewicz. Polsk. Tyg. 
lek.. 6, 1305-1312. Oct. 8, 1951. 39 refs. 
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485. Pregnancy Toxaemia. 
By W. F. Joynt. Med. J. Aust., 2, 434-438, Sept. 29, 
1951. 1 fig. 17 refs. 


486. On the Tonus of the Uterus in Toxaemia of 
Late Pregnancy, recorded by Lérand Tocograph. 
[In English} 

By S. Parviainen, S. Lankinen, and K. Sotva. 
Gynaecologia, Basel, 132, 19-34, July 1951. 3 figs., 
bibliography. 


487. On the Toxaemias of Late Pregnancy. 
By P. Vara and K. VeHNnikinen. Acta obstet. gynec. 
seand., 31, Suppl. 4, 5-87, 1950. Bibliography. 


488. Plasma Alkaline Phosphatase in Toxaemia of 


y. 
By C. Muxnersee. J. Indian med. Ass., 21, 43-52, 
Nov. 1951. 4 figs., 32 refs 


489. Changes in the Coagulation Mechanism of the 
Blood in Toxaemia of Pregnancy. (Stoornissen in 
het Bloedstollingsmechanisme bij de zwangerschaps- 
toxicose, in het bijzonder bij solution placentae.) 

By J. L. Masrspoom. Ned. Tijdschr. Veriosk., $1, 
135-145, 1951. 43 refs. 


490. Observations on the NaCl Content of Whole 
Blood Plasma and Red Blood Cells in the Late 
Toxaemias of Pregnancy. 

By P. Vara and K. VeHNIAINEN. Acta obstet. gynec. 
vcand., 31, Suppl. 6, 5-31, 1950. 1 fig., bibliography. 


491. The Treatment of Late Pregnancy Toxaemia 
at St. Erik’s Hospital from 1942 to 1948. (Behandling 
av graviditetsstoxikos. Resultat fran St. Eriks ajukhus 
1942-1948.) 

By G. Norpenstrant and L. Werko. Nord. Med., 
46, 1519-1521, Oct. 10, 1951. 19 refs. 


492. Exchange Resins and Toxaemia of Pregnancy. 
A Preliminary Study. 

By L. D. G. A. Janssen, J. C. Novesi, and 
D. G. Ratsron. Amer. J. Obstet. Gynec., 62, 121-128, 
July 1951. § figs., 10 refs. 

The oedema of pre-eclamptic toxaemia has hitherto 
been treated—not always very successfully—by a low- 
sodium diet and various diuretics, including ammonium 
chloride and hypertonic glucose. Favourable clinical 
results have been obtained in oedematous cardiac 
patients by the use of exchange resins, which have an 
affinity for all electrolytes, but above all for sodium. 
The present paper gives the results obtained from their 
use in oedematous pre-eclamptic patients. They were 
administered by mixing 10 g. of carboxylated resin 
and § ¢. of potassium resin with 200 ml. of water. This 
mixture, after being stirred vigorously, was given 3 
times a day. The potassium was added to safeguard 
against the escape of potassium from the cells. In 
addition, the patient was given a restricted salt diet 
containing 1 to 3 g. NaCl daily. 

An average daily weight loss of about 2 Ib. (900 g.) 
occurred during the § days of treatment. Such un- 


desirable side-effects as gastro-intestinal irritation, 
acidosis, and depletion of potassium and calcium have 
been reported, but in the present study a compensated 
acidosis was the only untoward effect. It was found 
that with the reduction of weight by loss of oedema 
fluid the patient became less sensitive to pituitrin, and 
vice versa. F. J. Browne 


493. The Use of a Cation Exchange Resin in the 
Management of the Fluid Retentions of Normal and 
Toxaemic Pregnancies: Preliminary Report. 

By W. R. Penman. Amer. J. med. Sci., 222, 193-196, 
Aug. 1951. 3 refs. 


494. Mercurial Diuretics in Toxaemia of Pregnancy. 
A Preliminary Report. 

By R. C. Smrvu. H. K. Mitier, and J. W. Henprick. 
N. Orleans med. surg. J., 104, 144-149, Oct. 1951. 
5 figs., 3 refs. 


495. Cortisone in the Treatment of Toxaemia of 
Pregnancy. A Study of Eight Cases. 

By H. Moore, W. J. E. Jessop, D. K. O'Donovan, 
A. P. Barry, B. Quinn, and M. L. Drury. Brit. med. J., 
1, 841-850, Apr. 21, 1951. 8 figs., 16 refs. 

The authors state that toxaemia of pregnancy may 
perhaps in part be explained on the hypothesis that it 
is a manifestation of Selye’s general adaptation syn- 
drome, the stress being some unknown (possibly 
biochemical) factor related to pregnancy. Further, the 
somewhat conflicting evidence on the role of the 
adrenals in this condition might be held to justify a 
trial of cortisone. Fauvet noted that the adrenal glands 
were below normal size in fatal cases of eclampsia, 
and Fauvet and Munzer reported a low blood concen- 
tration of adreno-corticotrophic hormone in eclampsia. 
On the other hand, Venning has brought forward 
evidence that the adrenals are hyperactive in normal 
later pregnancy, and Tobian has observed a high 
urinary level of mineral-controlling corticoids in preg- 
nant women with oedema due to toxaemia. There is, 
too, a clinical resemblance between toxaemia of preg- 
nancy and intoxication with deoxycortone (DCA), in 
both of which there may be oedema, hypertension, and 
albuminuria with a normal blood urea level. Also both 
conditions are improved by a low sodium intake and in 
both there may be exacerbations if sodium intake is 
excessive. If pregnancy toxaemia is, at least in part, 
due to excessive secretion of corticoids controlling 
mineral metabolism, it is possible that a relative 
deficiency of the gluco-corticoids may be a contribut- 
ing factor. 

It seemed unlikely to the authors that the adminis- 
tration of cortisone (in some respects a salt-retaining 
hormone) would precipitate eclamptic convulsions by 
causing further water and salt retention, for diuresis 
and diminution of albuminuria has been noted by other 
workers from administration of ACTH and cortisone 
in acute nephritis and in nephritic patients with 
oedema. 

The present paper describes the results obtained 
from the use of cortisone in 8 cases of severe toxaemia. 
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The preparation used was a microcrystalline suspension 
of cortisone acetate, 1 ml. of which contained 25 mg. 
of cortisone. It was given by intramuscular injection 
and the dose varied from 100 to 300 mg. of cortisone 
acetate daily. Routine treatment with rest, sedatives. 
magnesium sulphate, etc., was given in addition. The 
authors claim that the need for sedatives was immedi- 
ately reduced and that the period of gestation was 
prolonged by from | to 4 weeks, this enabling a viable 
infant to be born. They stress, however, that the 
“ striking improvement” after cortisone was in the 
clinical condition of the patient. Headache was 
relieved, vision when affected was improved, restless- 
ness was controlled, and both the patient and her 
friends were quite certain that she was much better. 
On the other hand the effect on blood pressure was 
disappointing. In 2 cases in which the oedema had 
been reduced its place was taken by ascites; in 2 others 
the oedema which had been diminished by cortisone 
later increased at the same time as the ascites became 
apparent. Altogether ascites developed in 5 cases. 
Seven of the patients were delivered of live babies, but 
2 of these were premature and died. All but 2 of the 
patients survived. 

[The abstracter has read all the 8 case reports care- 
fully and has failed to find convincing evidence that 
the administration of cortisone resulted in any benefit 
whatever. As to the authors’ claim that it enabled 
pregnancy to be carried on for some weeks longer than 
would otherwise have been possible, the question arises 
whether this continuation was not sometimes, at least 
at the expense of the well-being and even safety of the 
patient, and only to enable the cortisone trial to be 
extended. An example of this is in a case where there 
was retinal haemorrhage on admission, yet cortisone 
was continued for 8 days—that is, until the patient went 
into labour, by spontaneous rupture of the membranes. 
She died 1 week later.] F. J. Browne 


496. Accidental Haemorrhage in the Third Trimester 
of 


Pregnancy. 
By M. A. Scnupmak. N. Orleans med. surg. J., 104, 


154-157, Oct. 1951. 8 refs. 


By R. A. TENNENT and A. Srarritr. Glasg. med. J.. 
32, 85-94, Apr. 1951. 18 refs. 

Incidence, course, and aetiology of renal failure are 
described in 17 cases of accidental haemorrhage. All 
infants were stillborn. Renal failure was demonstrated 
in 8 cases and classified in three groups according to 
the duration of obstruction of renal blood flww. A 
blood urea value of 50 mg. per 100 ml. or over has 
been chosen as an evidence of renal insufficiency. 
(1) Irreversible damage to nephrons was found in | 
case, that of a multipara who developed a severe 
accidental haemorrhage in the 36th week. Shock was 
severe and lasted 10 hours, blood transfusion being 
withheld because it was feared that it might precipitate 
renal damage. Haemoglobin concentration was 28 per 
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cent, and in spite of blood transfusion given on the 
second and third days the highest haemoglobin level 
reached was 45 per cent. She developed a marked 
oliguria after delivery and by the seventh day the blood 
urea level was 400 mg. per 100 ml.; she died on the 
eleventh day and the necropsy revealed typical cortical 
necrosis of the kidneys. (2) Reversible damage to 
nephrons was observed in 3 patients with initial 
oliguria and nitrogen retention: in each case the blood 
urea fell below 50 mg. per 100 ml. within 4 weeks and 
normal urinary output returned within 14 days. 
Anaemia and appearance of severe shock were marked. 
After clinical recovery deficient urea concentrating 
power was demonstrated. (3) Reduced function 
without renal damage was found in 4 patients with 
evidence of nitrogen retention without any diminution 
in the urinary output. In all cases the appearances of 
shock were present and anaemia was marked. Blood 
transfusion was employed more freely. (4) In the 
remaining 9 cases there was no evidence of renal 
failure. Where present, the degree of renal failure 
varied directly with the severity of shock and anaemia 
and thus of renal ischaemia and anoxia. 

Treatment should consist of: (1) correction of 
anaemia of pregnancy; (2) minimizing the severity and 
the duration of shock by giving blood transfusion; (3) 
if oliguria, anuria, or rise in blood urea level occurs, 
Bull's treatment should be given and haemoglobin level 
should be maintained above 50 per cent by adminis- 
tration of blood. G. J. Arendt 


498. A Co-Existing Hydatidiform Mole, Living 
Child and Placenta Praevia. 

By R. V. Betrz and C. L. Hutcuins. Ohio St. med. 
J., 47, 832-833, Sept. 1951. 1 fig., 6 refs. 


499. The Management of Abortion. 
By W. S. Baker. U.S. armed Forces med. J., 2, 
1363-1369, Sept. 1951. 11 refs. 


500. Therapeutic Abortion and Pulmonary Tuber- 
culosis. (Aborto terapeutico ¢ toc polmonare.) 

By G. Morra. Gazz. sanit., Milano, 22, 308-310, 
Aug.~Sept. 1951. 


501. The Treatment of Certain Cases of Habitual 
Abortion and Foetal Death with Synthetic Ocestrogens. 
(Du traitement de certains avortements répétés et morts 
habituelles du fetus par les cestrogénes artificiels.) 

By M. Mayer and C. Levasseur. Sem. Hédp. Paris, 
27, 1984-1995, June 22, 1951. 

A detailed survey is presented of the trends in the 
modern treatment of miscarriage. It is stressed that 
among the factors of cardinal importance in the 
aetiology of abortion are syphilis, vitamin deficiencies, 
and Rh incompatibility. Impaired hormone balance 
may also be a causative factor. It has been shown 
experimentally that oestradiol is not converted into 
physiologically inactive oestrogen without the presence 
of progesterone. The accumulation of oestradiol in 
the circulation impairs the process of oxidation, which 
is of great importance at about the 10th to 12th week 
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of pregnancy. Another fact elicited by experiment is 
that non-oxidized oestradiol is a toxic substance which 
affects the placenta; a by-product of this hormone— 
known as oestrone-lactone—stimulates the pituitary 
to produce gonadotrophic hormone. The latter, how- 
ever, fails to undergo inactivation owing to absence 
of the chain of hormones responsible for oxidation; 
hence the theory of the Smiths that in every case of 
impending abortion the synthetic oestrogen, diethyl- 
stilboestrol, should be administered to replace the 
missing oxidizing factor. These authors have further 
advised the administration of diethylstilboestrol in 
increasing doses throughout the period of gestation in 
every case of threatened abortion. 

The present authors criticize this treatment and the 
theory on which it is based. They point out that the 
effects of natural and artificial oestrogens, particularly 
with regard to abortion, differ, and they suggest that 
the oestrogenic property of diethylstilboestrol is value- 
less, or even dangerous, in the treatment of threatened 
abortion, its beneficial effect being due to its stimula- 
tion of progesterone production by the pituitary rather 
than to its effect on the placenta. This suggestion is 
supported by the good results obtained by them with 
the synthetic drug methyl-bi-dyshydrodoisynolic acid 
which has an oestrogenic activity 10 times less powerful 
than diethylstilboestrol, but causes more increase in 
excretion of pregnandiol. They therefore advise 
against the exclusive use of oestrogens in the treatment 
of threatened abortion, at least during the first 12 weeks 
of pregnancy—the ovarian phase—and the stage of 
transition from ovarian to placental control of gesta- 
tion between the 12th and 15th weeks. The authors 
recommend two laboratory procedures as a guide in 
the treatment of abortion. The first consists of estima- 
tion of the total steroids excreted in the urine, as 
proposed by Jayle; the advantage of this method is that 
it includes the steroids of both extragenital and intra- 
genital origin. The second procedure is examination 
of vaginal smears, in which the appearance of their 
cellular components and the proportion of eosinophil 
cells are of particular interest; by systematic serial 
examination of these smears it is possible to decide 
whether pregnancy is advancing and whether treatment 
is having any effect. 


The results in 312 cases treated by administration of 
methyl-bi-dyshydrodoisynolic acid are presented. The 
treatment was combined with administration of pro- 
gesterone, multi-vitamin preparations, or other specific 
treatment according to the requirements and findings 
in each individual case, and according to whether the 
critical 12th week had been reached. A detailed inter- 
pretation of the statistical data is presented, especially 
of those concerned with the duration of pregnancy. 
methods of delivery, and the quality and abnor- 
malities of the newborn babies. On the whole the 
results do not differ from those in a series of normal 
pregnancies and deliveries. 

More than 50 per cent of the patients (167 out of 
the total of 312) were primiparae or primigravidae and 
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the majority of the cases seem to have been of 
threatened or impending abortion rather than of 
habitual or “ repeated” abortion, as in the title.] 

E. W. Collis 


502. The use of Potassium of Permanganate as an 
Abortifacient. 

By S. Duckman and J. M. Tortora. N.Y. St. J. Med.. 
51, 2260, Oct. 1951. 2 refs. 


503. Vaginal Hemorrhage due to Potassium Per- 
manganate. 


By S. Lupin and R. WALTMAN. Amer. J. Surg., 82, 
227-229, Aug. 1951. 


504. Instrumental Perforation of Uterus. 
By J. T. Parente and A. L. May. U.S. armed Forces 
med. J., 11, 1739-1740, Nov. 1951. 1 fig. 


505. The Probability that Increased Secretion of 
Oxysteroids does not fully explain Improvement in 
Certain Systemic Diseases During Pregnancy. 

By W. Q. Wo rson, W. D. Rosinson, and L F. 
Durr. J. Michigan med. Soc., 50, 1019-1022, Sept. 
1951. 11 refs. 


506. Essential Hypertension Complicating Preg- 
mancy. (La hipertension arterial esencial compli- 
cando el embarazo.) 

By M. L. Pérez. Prensa med. argent., 38, 1668-1670, 
July 6, 1951. 


The 


fisiopatologia della coagulazione in alcune situazioni 
di interesse ostetrico e ginecologico. I. La fisiopato- 
logia della coagulazione in gravidanza con particolare 
riferimento alle gestosi.) 

By R. Furian and A. Cenraro. Monit. ostet.-ginec., 
22, 302-315, Sept.-Oct. 1951. 1 fig., 47 refs. 


508. Possible Dangers in the Administration of 
Dicoumarol During Pregnancy. (Des dangers possibles 
de l'administration de Dicoumarol au cours de la 
grossesse.) 

By R. Tournay. Bull. Soc. frang. Phlébol., 4, 122- 
127, July-Sept. 1951. 


509. Essential Thrombocytopenia and Pregnancy. 
Report of a Case. [In English.] 
E. HELsKe. Ann. Med. intern. fenn., 40, 117-120, 
4 refs. 


510. Thrombocytopenic Purpura in Pregnancy. 
Report of a Case. 

By E. F. RanpaK and D. N. Danrortu. Quart. Bull. 
Nthwest. Univ. med. Sch., 25, 199-202, 1951. 19 refs. 


S11. Vitamin B,, in Megaloblastic Anaemia of Preg- 
nancy and Tropical Nutritional Macrocytic Anaemia. 

By S. Cuaupuurt. Brit. med. J., 2, 825-828, Oct. 6, 
1951. 17 refs. 
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At the Lady Hardinge Hospital, New Delhi, 21 
women with megaloblastic anaemia were treated with 
vitamin B,,; 5 patients were admitted during the third 
trimester of pregnancy, and 11 within 3 months after 
delivery. The other 5 had histories of diarrhoea and 
poor nutrition. The plasma protein level was low in 
all cases. Twenty patients responded well to vitamin 
B,, in intramuscular doses of 4 ug. to 10 ~g. per day. 
One patient in the malnutrition group showed a poor 
response to B,, but later responded rapidly to the folic 
acid. 

[The megaloblastic anaemias of pregnancy occurring 
in the United Kingdom respond more often to folic 
acid than to vitamin B,..] P. C. Reynell 


512. Macrocytic Anaemia of Pregnancy. 
By D. F. Lawson and J. H. Botton. Med. J. Aust. 
11, 669-671. Nov. 17, 1951. 6 refs. 


513. Pernicious Anaemia of Pregnancy. 
itetsperniciosa.) 

By B. Geo. Nord. Med., 4, 1530-1531, Oct. 10, 
1951. 1 fig., 10 refs. 


514. Pregnancy and Cancer of the Stomach. (Ciaza 
i rak zoladka.) 

By M. Faustyniak. Polsk. Tyg. lek., 6, 1154-1156, 
Sept. 3, 1951. 32 refs. 


515. Diaphragmatic Hernia in Pregnancy: Signifi- 
cance and Danger. 

By S. D. KusHian. Connecticut med. J., 15, 969-978, 
Nov. 1951. 4 figs. 14 refs. 


516. The Diagnosis of in Pregnancy. 
(Ein Beitrag zur Diagnose der Appendicitis in der 
Schwangerschaft.) 

By J. Erssién. Chirurg, 22, 403-405, Sept. 1951. 


517. Hepatitis and Nephritis in Pregnancy. (Hépa- 
tite et nephrite gravidiques.) 

By J. GaGnon. Un. méd. Can., 80, 953-956, Aug. 
1951. 


518. Jaundice During Pregnancy. [In English.) 
By M. INocerRsLEV and G. Temum. Acta obstet. 
gynec. scand., 31, 74-89, 1951. 2 figs., 13 refs. 


519. Acute Suprarenal Insufficiency in Pregnancy. 

By I. MacGuitivray. Brit. med. J., 2, 212-216, July 
28, 1951. 13 refs. 

The author reports 9 cases of death, apparently 
without adequate cause, during pregnancy or the 
puerperium which were thought to have been due to 
acute adrenal insufficiency. The patients usually 
collapsed suddenly with sign, of severe shock. Accord- 
ing to the symptoms ing the onset of the 
syndrome the cases could be divided into 3 groups: 
(1) those following obstetric shock; (2) those following 
an attack of vomiting late in pregnancy; and (3) those 
following pre-eclamptic toxaemia. Five patients failed 
to rally from the initial collapse, their survival times 
being 30 minutes to 12 hours; in 3 of these patients 
there was extensive haemorrhagic destruction of the 
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adrenal glands, in 1 thrombosis of the central vein, 
and in 1 petechial haemorrhages with cellular degenera- 
tion. Two patients made a partial recovery from the 
initial stage of collapse, only to succumb a few hours 
later; 1 of these became deeply comatose and showed 
spastic limb movements before developing a left-sided 
flaccid paralysis in the terminal phase. Both these 
patients suffered from oliguria and were found to have 
severe adrenal damage. In the remaining 2 patients no 
clear evidence of shock was present; 1 died shortly 
after admission to hospital and the other had persistent 
vomiting and abdominal distension after Caesarean 
section, dying on the 9th day. In these patients the 
adrenal lesions were microscopical only. 

Among these 9 cases all the 4 clinical types of adult 
acute adrenal haemorrhage described in the literature 
could be distinguished: (1) the peritoneal type with 
vomiting and abdominal pain; (2) the asthenic type; 
(3) the nervous type, characterized by coma or delirium, 
without necropsy evidence of a cerebral lesion; and 
(4) the type in which sudden death occurs without 
ascertainable cause but adrenal haemorrhages are 
found postmortem. 

The diagnosis of some of these cases from those of 

acute abdomen” due to other causes is discussed, 
acute pancreatitis being considered the most difficult 
condition to differentiate. 

The aetiology of adrenal lesions is considered 
without definite conclusions being arrived at. It seems 
possible that shock can cause adrenal necrosis similar 
to that which may occur in the pituitary gland; the 
vasospasm of pre-eclamptic toxaemia and perhaps that 
produced by large doses of posterior-pituitary extract 
may be important; and the haemo-concentration and 
dehydration resulting from persistent vomiting may 
predispose to thrombosis. G. 1. M. Swyer 


520. The Syndrome of Suprarenal Haemorrhage in 
the Adult, With a Report on Four Cases in Associa- 
tion with 

By C.J. Dewuurst. Brit med. J., 2, 22-26. July 7 
1951. 15 refs. 

Adrenal haemorrhage is divided into 3 groups: (1) 
in the newborn it may result from trauma, together 
with the involution of the adrenal cortex of the foetus, 
which normally occurs at this time; (2) in older 
children and occasionally in adults it occurs in associa- 
tion with septicaemia (the Waterhouse-Friedrichsen 
syndrome); and (3) in adults it is said to occur most 
commonly as the result of thrombosis of the renal 
vein. It may also occur after severe burns. It a few 
cases it is associated with pregnancy; the authors were 
able to trace only 6 previous cases in the literature. 
As the condition appears to be predisposed to by 
hypertension and by a haemorrhagic tendency there is 

a liability for it to be associated with toxaemia of 
caneies in some cases the normal involution of the 
adrenal cortex in the puerperium may also play a part 
in its causation. 

Two of the 4 cases reported by the author were in 
fact associated with pre-eclamptic toxaemia—1 patient. 
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a 2-gravida of 30, collapsing and dying before the 
onset of labour; the other, a primigravida of 29, after 
surgically induced labour. The other 2 patients were 
thought to be suffering from accidental haemorrhage— 
1, a 5-gravida aged 39, collapsing at the 38th week of 
pregnancy; the other, a 2-gravida aged 31, collapsed 
during labour at full term. Al! cases were fatal and in 
all cases scattered haemorrhages were found in the 
cortex of both adrenals; in 2 cases haemorrhages were 
also found in the interventricular septum of the heart 
and in the liver and kidneys. 

The symptoms, in general, fall into 3 groups: (1) 
those of an acute abdominal emergency; (2) a pro- 
gressive asthenia and (3) convulsions and coma. Occa- 
sionally sudden death occurs. Those cases occurring 
in association with pregnancy are apt to be diagnosed 
as of accidental haemorrhage or of rupture in inversion 
of the uterus. Pain may be diffuse or localized to the 
epigastrium or renal angle; occasionally, as in | of the 
cases reported, it may be absent altogether. Rigidity 
is usually absent. Collapse may not occur if haemor- 
rhage is unilateral. Vomiting did not occur in the 
authors’ cases, but it has been reported in others. In 
3 of the cases there was also respiratory distress. 
Temperature may be raised, but in the presence of 
collapse it is subnormal. In some cases a mass may be 
felt in the region of the kidney. 

Treatment is by the usual methods of resuscitation, 
together with intravenous infusion or transfusion and 
adrenal cortical extract. In cases where a mass is 
palpable evacuation of the blood-clot is advised: a 
case is reported in which this proved successful. 

Robert de Mowbray 


S21. The Use of Antithyroid Drugs During Preg- 


By E. B. Astwoop. J. clin. Endocrinol., 11, 1045 
1056, Oct. 1951. 1 fig., 16 refs. 


522. Diabetes and Pregnancy. 

By J. C. Pease, V. SMALLPeice, and G. G. LENNON. 
Brit. med. J., 1, 1296-1298, June 9, 1951. 9 refs. 

This paper contains an account of 25 pregnancies 
extending beyond the 28th week in 21 diabetic patients 
at the Radcliffe Infirmary, Oxford, during the 4 years 
1947-50. No mother died. Of the babies 23 are living 
and 2 were stillborn, making a foetal loss of 8 per cent, 
which compares favourably with that of other pub- 
lished series. Of the 19 babies born in the 36th week 
or earlier 18 lived and one was stillborn. Although 
the series is small, the absence of neonatal deaths in 
this group suggests that early induction of labour need 
not increase the neonatal! death rate from prematurity. 

The management of diabetic pregnancies was under 
the care of a team consisting of physician, obstetrician, 
and paediatrician. Delivery was in the 34th to 37th 
week; it was spontaneous in 4 cases, by Caesarean 
section in 9, and by medical and/or surgical induction 
in the remainder. Both of the dead babies were 
delivered after surgical induction in primigravidae 
by membrane rupture or puncture. Hypertension 
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developed in 8 patients, oedema in 8, albuminuria in 1, 
and postpastum eclampsia in 1. Hormone therapy was 
not used. 

The infants were invariably large in relation to the 
period of gestation, and they proved difficult to estab- 
lish, behaving like infants of considerably greater 
prematurity. Lethargy was the outstanding feature and 
cyanotic attacks occurred. The infants were treated on 
the same general plan as for smaller premature babies. 
except that 5 per cent glucose solution was given in 4 
to 1 oz. (14 to 28 g.) feeds every 2 to 4 hours during 
the first one or two days. Great care was taken to 
clear the airway at birth and to prevent cooling. 
Oxygen was not given as a routine, but the more pre- 
mature and less vigorous infants were put in an oxygen 
tent. The infants were nursed with the minimum of 
disturbance, being neither washed nor dressed until 
they showed signs of increasing vigour. 

In this small series good results have been obtained 
by adopting the principles of: (1) working as a team 
with a definite policy; (2) careful diabetic control; (3) 
induction of labour not later than the 36th week of 
pregnancy; and (4) careful neonatal control but 
without overtreatment of the baby. K. Black 


523. Diabetes Mellitus and Pregnancy. 
By H. lL. Cramer. Canad. med. Ass. J.. 68, 328-333, 
Oct. 1951. 17 refs. 


524. Diet for the Pregnant Diabetic. 
action de la diabetic embarazada.) 

By J. V. RopriGuez MiRanpa. Prensa méd. argent., 
38, 1619-1623, June 29, 1951. 


525. The Management of Pregnancy and the New- 
born Infant of Diabetic Mothers. 

By R. M. Grier and A. L. Newcomse. Quarr. Bull. 
Nthwest. Univ. med. Sch., 25, 268-269, 1951. 3 refs. 

526. Glycosuria in Pregnancy. (Le glicosurie gravi- 
diche.) 

By M. Bertani. Monit. ostet.-ginec., 22, 275-301, 
Sept.-Oct. 1951. 6 figs., bibliography. 


527. Progesterone Therapy in Dermatoses of Preg- 
mancy (Herpes Gestationis). 

By C. Keary, P. E. Jones, and J. H. Lams. Arch. 
Derm. Syph., Chicago, 63, 675-686, June 1951. 2 figs., 
bibliography. 

The authors, from Oklahoma City, discuss the ter- 
minology, and describe the usual type of lesion in 

gestationis as groups of small! erythematous 
papules and vesicles affecting the buttocks, back, legs. 
abdomen, and forearms. The main symptom is 
pruritus. 

Considering that a hormonal cause for the condition 
might be found (as in the toxaemia of diabetic preg- 
nancy) an assay was made of the serum chorionic 
gonadotrophin levels in 10 patients with herpes gesta- 
tionis. A modification of White's method was used: 
an elevation of the level above 750 units per ml. is 
considered as abnormal for late pregnancy and was 
found in 7 of che present cases. In 2 cases the disease 
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began in early pregnancy where the serum chorionic 
gonadotrophin level is physiologically high, and | case, 
with postpartum onset of the disease, had naturally a 
low level (500 units). 

The patients with an onset later than the first 
trimester showed levels between 1,000 and 7,000 units, 
average being 3,000 units. As excess chorionic gonado- 
trophin excretion in late pregnancy has been shown to 
be frequently associated with a disturbance of pro- 
gesterone production or progesterone metabolism, 
therapeutic administration of progesterone was carried 
out: 50 to 100 mg. crystalline progesterone (“ pro- 
luton ”) a day were given parenterally until significant 
improvement in the skin condition occurred; this was 
followed by a maintenance dose of 25 to 50 mg. daily. 
Withdrawal of treatment produced a relapse which 
again responded to further intensive treatment. 

The 10 patients had had a total of 20 previous preg- 
nancies with a foetal loss of 6 babies (30 per cent). 
Seven of the previous pregnancies (affecting 4 patients) 
had been associated with skin lesions. There was no 
foetal loss in the present series although 7 of the 
patients had 1 or more of the symptoms and signs of 
toxaemia of pregnancy. 

It cannot yet be said whether the raised gonado- 
trophin level or the concurrent steroid deficiency is 
responsible for the skin lesions. 

Ferdinand Hillman 


528, Spontaneous Rupture of the Uterus in Preg- 
after Caesarean Section. (Rottura spontanea 


mancy 
dell’utero in gravidanza dopo taglio cesareo.) 


By S. Cassina. Chir. ital., 5, 321-332, July-Aug. 
1951. 1 fig., 28 refs. 

529. Observations on Carcinoma of the Uterus and 
Pregnancy. (Uber Beobachtungen bei Uteruskar- 
zinom und Schwangerschaft.) 

By P. Secscunewer. Z. arztl. Fortbild., 45, 479- 
481, Sept. 15, 1951. 1 fig. 

530. The Effect of Radiation on the Products of 
Conception in a Case of Carcinoma of the Cervix 
Com 

By J. Ricu, A. A. ANGrist, and F. Carpenter. N.Y. 
St. J. Med., 51, 2166-2168, Sept. 15, 1951. 7 refs. 


531. A Case of Benign Tumours of the Placenta. 
(Un cas de tumeus bénigne du placenta.) 

By P. Lanrufsout and A. Héraux. Presse méd., 59, 
1409, Oct. 24, 1951. 3 figs. 


532. Carcinoma of the Breast in Pregnancy. (Il 
cancro della mammella ‘n gravidanza.) 

By V. Giacometui and M. Goisis. Ann. Ostet. 
Ginec., 50, 521-537, Apr. 1951. 4 figs., 22 refs. 

Of 2,000 cases of cancer of the breast observed at 
the Tumour Institute in Milan, 3 occurred during preg- 
nancy. The rarity of the combination of pregnancy 
and cancer of the breast is explained by the mean age 
incidence of the two conditions, which shows but little 
overlap. 

The first patient, aged 34, was 3 months advanced in 
her third pregnancy and suffering from an alveolar 
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carcinoma of the right breast with secondaries in the 
axillary lymph nodes. Radical mastectomy was per- 
formed and post-operative X-ray treatment given. The 
pregnancy was allowed to progress. At the time of 
the report the patient was 6 months pregnant and there 
was no clinical evidence of recurrence or metastasis. 
The second patient was a primigravida aged 37, 8 
months pregnant. There was a large, fixed tumour 
mass in the right breast with gross involvement of the 
supraclavicular lymph nodes. No treatment was given. 
She gave birth to a healthy infant at term. The tumour 
grew rapidly, assuming the form of a cancer en 
cuirasse, and the patient died early in the puerperium. 
The third patient was a secundigravida 34 years old 
who was 6 months pregnant and suffering from a very 
large carcinoma of the left breast with superficial 
ulceration and extensive involvement of the axilla. 
This case, too, was inoperable and incurable. [No 
mention is made of the fate of the patient or of the 
pregnancy.] 

In the long discussion [which bears little relation to 
the 3 cases described] the authors recommend surgical 
or radiotherapeutic treatment of the breast condition 
whenever possible. They do not advocate termination 
of the pregnancy, but are in favour of “ hormonal 
castration” by intramuscular injection of an oily 
solution or a microcrystalline suspension of testo- 
sterone in large doses (1,000 to 1,500 mg. per month). 

N. Alders 


533. The Behaviour of the Chlorides, Bromides and 
lodides in the Blood in Nephropathy of Pregnancy. 
(Il compartamento del cloro, bromo i iodio ematico 
nelle nefropatie gravidiche.) 

By A. Finotti. Riv. ital. Ginec., 34, 454-478, 1951. 
2 figs., 38 refs. 


534. Renal Shock in Obstetrics. (Shockniere in der 
Geburtshilfe.) 

By C. MUtter. Dtsch. med. Wschr., 76, 1332-1334, 
Oct. 26, 1951. 1 fig., 25 refs. 


535, Cases of Multiple Pregnancy at Bologna 
Obstetrical and Gynecological Clinic. (Le gravidanze 
multiple nella clinica ostetrica e ginecologica di 
Bologna.) 

By L. Nos. Riv. ital. Ginec., 34, 405-445, 1951. 
3 figs., 22 refs. 


536. Two cases of Binovular Twin Pregnancy with 
Death of One Foetus. (Deux cas de grossesse gemel- 
laire bivitelline avec mort d'un des foetus.) 

By E. Spent. Brux.-méd., 31, 1978-1984, Sept. 23, 
1951. 4 figs., 8 refs. ' 


537. Intra-uterine Fetal Death. 
By D. C. Scuwerrzer. N. Carolina med. J., 12, 
421-436, Sept. 1951. 49 refs. 


538. Pregnancy Following Conservative Operation 
for Endometriosis. 

B. R. L. Haas. Surg. Gynec. Obstet., 93, 459-460, 
Oct. 1951. 6 refs. 
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539. Spontaneous Subarachnoid Hemorrhage Occur- 
ring in Non-eclamptic Pregnancy.) 

By J. W. Coney and C. W. Ranp. Arch. Neurol. 
Psychiat., Chicago, 6, 443-463, Oct. 1951. 5 figs. 


540. Penicillin in the Treatment of Syphilis in 
Pregnancy. (La penicillina en el] tratamiento de la em- 
barazada sifilitica.) 

By J. M. Aurrecoecuea and I. Lovera. Rev. Obstet. 
Ginec., 11, 125-137, 1951. 27 refs. 

During 1945-50 in Venezuela, 1,087 syphilitic 
pregnant women were admitted to hospitals of the 
maternity services, and 694 were treated with penicillin 
in out-patient clinics. These figures represent 78 per 
cent of all the cases of maternal syphilis in the whole 
country, and show a prevalence of 5 per cent among 
the total population of pregnant women. From this 
total, a group of 437 cases was selected for detailed 
analysis of the therapeutic value of penicillin treat- 
ment. Doses ranged from 2,000,000 to 6,000,000 
units but 98.5 per cent of the patients received over 
3,000,000 units, Only in 2 per cent of the cases was 
treatment started before the 3rd month of pregnancy: 
36 per cent were treated before the 6th month. In 370 
cases (84.7 per cent) delivery took place normally and 
94.6 per cent of the babies appear to have been free 
from infection. Only 6 children delivered alive showed 
evidence of syphilis (1.1 per cent). In 144 babies, 
followed up until their second month, only 1 was 
found to be suffering from congenital syphilis; in this 
case the mother was not treated until the 6th month 
of pregnancy. The efficacy of penicillin treatment in 
the prevention of congenital syphilis is thus fully 
substantiated. E. Vazquez Lopez 


541. Effect of Streptomycin upon Liver and Kidney 
During Pregnancy. (Azione della streptomicina sul 
parenchima epatico e renale in gravidanza.) 

By A. Provenzat and B. Bonn. Riv. ital. Ginec., 
34, 368-380, 1951. § figs., 22 refs. 


542. The Use of Streptomycin in Tuberculosis and 
Pregnancy. Case Report. 

By A. Froman. Dis. Chest., 539-543, Nov. 1951. 
4 figs., 3 refs. 


543. The Effect of Pregnancy on the Mortality Rate 
of the Tuberculous Woman. 

By N. P. Murpuy. Northw. Med., Seattle, 50, 851- 
851, Nov. 1951. 3 figs., 8 refs. 


544. Genital Tuberculosis in Pregnancy. 
lig Genitaltuberkulos och Graviditet.) 

By S. Kuttanper. Nord. Med., 46, 1527-1529, Oct. 
10, 1951. 31 refs. 


545. The Relation of Sex, Pregnancy and Menstrua- 
tion to Susceptibility in Poliomyelitis. 

By L. Weinstein, L. Aycock, and R. F. Feemster. 
New. Engl. J. Med., 248, 54-58, July 12, 1951. 2 figs.. 
19 refs. 

An analysis of 550 cases of poliomyelitis admitted to 
the Haynes Memorial Hospital, Boston, in 1949 and 
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1950 showed that of 108 female patients between the 
ages of 20 and 40, 26 (24 per cent) were pregnant. It 
was calculated from the birth rate that 7 per cent of 
women in this age group would be expected to be 
pregnant at a given time, and it was therefore con- 
cluded that pregnancy increases the susceptibility to 
poliomyelitis. It was found that while women who 
develop the disease early in pregnancy and are 
convalescent at the time of delivery suffer no ii- 
effect, parturition in the acute phase increased the risk 
of extension of paralytic manifestations. About 75 per 
cent of women patients with poliomyelitis have a 
menstrual period from 5 days before to 4 days after 
the onset of the first symptoms of the infection. 

The above observations suggest a possible influence 
of sex hormones or other endocrine substances on the 
pathogenesis of the disease. R. S. Illingworth 


546. Anterior Poliomyelitis in 
By W. Bren. Ohio St. med. J., 47, 830-831, Sept. 
1951. 3 refs. 


547. Rubella during Pregnancy. 
By |. HuGHes. Postgrad. med. J., 27, 595-597, Dec. 
1951. 14 refs. 


548. The Results of Treatment with Penicillin of 
Syphilis in Pregnancy and its Effect in the Prophy- 
laxis of Congenital Syphilis. 

By L. Dempincska-Wipy. Polsk. Tyg. lek., 6, 583- 
593, Apr. 23, 1951. 


549. Systemic Blastomycosis complicated with 
Pregnancy. Report of a Case, with Clinical Course 
and Immunologic Reactions. 

By R. O. Noon and H. B. Praytor. J. Amer. med. 

ss., 147, 749-751, Oct. 20, 1951. 5 figs., 3 refs. 


550. A Glandular Form of Toxoplasmosis in Con- 
nection with Pregnancy. 

By S. Garp and J. H. MaGNusson. Acta med. 
scand., 141, 59-64, 1951. 3 refs. 


551. Interstitial Pregnancy. (Interstitiell graviditet.) 
By K. G. Tittincer. Nord. Med., 46, 1373-1374, 
Sept. 9, 1951. 15 refs. 


552. Unsuspected Ruptured Interstitial Pregnancy 
of Eighteen Calendar Weeks’ Development. 

By N. J. KoHLerMan and H..D. Prippie. J. Mich. 
med. Soc., $0, 740-742, 816, July 1951. 2 refs. 


553. Congenital Anomaly of the Uterus as a Cause 
of Abdominal Pregnancy. A Case Report. 

By P. E. Simpson. N. Carolina med. J., 12, 431-433, 
Sept. 1951. 1 fig., 1 ref. 


LABOUR 
554. The Factors Influencing the Attitude and 
Conduct of the Obstetrician in the Management of 
Normal Labour. (Factores que influyen en la actitud 
y conducta del tocélogo frente al parto normal.) 
By A. CLavero NUNeEz. Rev. esp. Obstet. Ginec., 8, 
142-153, May-June 1951. 25 refs. 
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555. Pregnanediol and Delivery. (Pregnandiol a 
porod.) 

By Z. Srempera. Ceskoslov. Gynaek., 16, 262-283, 
Novy. 1951. 20 refs. 


556. Psychoses Related to Childbirth. 
By A. H. Hur. Tex. J. Med., 47, 635-638, Sept. 


1951. 12 refs. 
557. Premature of the Normally Inserted 
Placenta. (Consideraciones sobre el desprendimiento 


prematuro de la placenta normoinserta.) 
By A. KruG PeNarier. Bol. Soc. chil. Obstet. Ginec., 
16, 59-75, June 1951. 9 figs., 27 refs. 


558. Elective Induction of Labor at Term. 
By L. M. Mires. Amer. J. Obstet. Gynec., 62, 649- 
653, Sept. 1951. 7 refs. 


559. Posterior Pituitary Extract in Uterine Inertia. 
{In English.} 

By L. SIMON. Acta obstet. gynec. scand., W, 216- 
230, 195i. 26 refs. 

The author defines primary uterine inertia as a con- 
dition in which labour is definitely under way and is 
prolonged, but, unlike English authors, he does not 
distinguish between the atonic and the colicky types, 
and uses pituitrin in both. The dose he uses is small, 
usually | i.u., and never more than 3 i.u. The number 
of doses required in his cases was generally 3, but 
varied from 1 to 8, and the interval between doses was 
45 minutes to 1 hour; the size of the second dose 
depended on the effect of the previous dose, and 
another dose was never given till the effect of the 
previous one had worn off. The effect was sometimes 
heightened by giving 50,000 to 100,000 iu. of an 
oestrogen preparation half to one hour before the 
first injection of pituitrin, and if there were signs of 
excessive tonicity of the uterine muscle, or of the 
so-called rigid uterine os, the treatment should be com- 
bined with spasmolysin or some other antispasmodic. 
Pituitrin is contra-indicated in cephalo-pelvic dispro- 
portion, in severe heart failure, in cases in which there 
has been a previous Caesarean section, in high parity 
(especially if previous deliveries have been difficult), 
and it should be used with caution in toxaemias, 
especially if the systolic blood pressure is over 
160 mm.Hg. 

The results in 3,347 cases were satisfactory. The 
duration of labour was shortened by an average of 10 
hours, and there was no evidence of any increase in the 
frequency of uterine rupture, of foetal asphyxia, or of 
maternal or foetal mortality. The author, however, 
considers that the treatment. while of great value in 
obstetrics, should be supervised by a specialist, pre- 
ferably in an institution. F. J. Browne 


560. Intravenous Administration of Dilute Pitocin 
in Obstetrics. Experience in 173 Cases. 

By G. T. Scrnenwer, J. H. Fercuson, and H. K. 
Mitter. N. Orleans med. surg. J., 104, 139-144, Oct. 
1951. 


3 refs. 
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561. Intravenous Use of Pituitrin for Labor. 
By S. Lusin, S. R. M. ReYNoLDs, R. WALTMAN, 
L. H. Tispatt, and Detson. Amer. J. Surg., 81, 
509-514, May 1951. 10 refs. 

A series of cases is described in which pituitary 
extracts have been given intravenously for induction of 
labour and the treatment of uterine inertia. 

A solution was made by adding 0.1 or 0.2 mi. 
“ pituitrin” or “ pitocin” to 1,000 ml. of 5 per cent 
glucose in normal saline, 5 to 10 per cent glucose in 
distilled water, or 1/16th molar lactose. It was found 
advisable to start the intravenous drip at 20 to 40 drops 
per minute and to continue at this rate for 20 to 30 
minutes, since some patients react with strong uterine 
contractions after a few drops of pituitrin. If this 
does not happen within 30 minutes the rate may be 
speeded up according to clinical response, but not 
beyond 100 drops per minute. 

The pituitrin drip was tried in 77 cases of uterine 
inertia (58 primary and 19 secondary), and the authors 
feel that the need of Caesarean section was reduced. 
The response was often slow to 1 in 10,000 solution; 
the stronger solution was more effective. The oxytocic 
action was enhanced when membranes had been rup- 
tured artificially or spontaneously. If the drip was 
stopped before labour was completed, contractions 
often ceased, and it was found that the injection must 
be continued throughout labour. This is in contrast 
to the use of pituitrin for induction of labour, when 
administration can be stopped at 5 to 6 cm. dilatation 
and labour continues. 

Intravenous pituitrin was used for induction of 
labour in 45 cases; 34 were successful. Success 
appeared more likely when the patients were near term 
and the membranes were ruptured. In several cases 
up to 4 attempts at induction were necessary before 
labour started. If the cervix was long and rigid the 
pituitrin induction appeared to help to ripen the cervix. 

The authors describe in detail 10 unsuccessful cases 
where labour did not start after pituitrin. Some 
failures, they consider, were due to an unripe cervix, 
and in other cases the dose may have been too small. 
There was one stillbirth which may have been due to 
the injection, as the foetal heart slowed after the 
pituitrin and was not heard the next day. 

Since publishing this paper a further series of 300 
cases have been collected and the authors report “ the 
same excellent results and with no deleterious results 
to mother or child ”. Marie H. Calverly 


561. Oxytocie Action of Cinchona Alkaloids. [In 
English.] 

By D. K. pe Jonon, E. G. vAN Proospu-HarTzeMa, 
and A. T. Knoppers. Arch. int. Pharmacodyn., 88, 
84-93, Oct. 1, 1951. 8 figs., 32 refs. 

563. The Management of the Borderline Pelvis. 

By W. E. Brown. Sth. med. J., 44, 1046-1050, Nov. 
1951. 

564. Problems of Mid-pelvic Dystocia. 

By J. L. McKetvey. J. Michigan med. Soc., 50, 
736-738, July 1951. 
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565. Some Structural Defects in the Upper Uterine 
Segment, Associated with Abnormal Uterine Action in 
Labour. 

By A. ¢ 
869, Oct 


Parmer. Proc. R. Soc. Med., 44, 867 


1951. § figs 


566. Breech Presentation and Delivery. 
By W. G. Cumminos. Quart. Bull. Nthwest. Univ. 
med. Sch., 25, 304-309, 1951. 4 refs. 


567. An Analysis of 45 Face Presentations. 
By A. C. Posner and S. Conn. Amer. J. Obstet. 
Gynec.. 62, 592-599. Sept. 1951. 7 refs. 


568. Interlocked Twins. A Report of Two Cases. 
{in English.) 

By B. STENSTROM. Acta. Obstet. gynec 
1-8, 1951. 2 figs., 10 refs. 


569. Prolapse of the Cord during Labor. 

By A. N. Fenron and D. A. D’Esopo. Amer. J. 
Obstet. Gynec., 62, 52-64, July 1951. 6 figs., 9 refs. 

In this paper prolapse of the cord is defined as a 
condition in which the cord lies below the pelvic inlet 
and the presenting lower foetal pole. In cord presenta- 
tion the cord lies above the pelvic inlet and at or below 
the presenting foetal pole. The authors analyse 216 
cases of prolapsed cord occurring during 25 years 
among 60,788 deliveries—an incidence of 0.35 per cent, 
or | in 280 deliveries. This excludes cases in which 
the foetus weighed 2 kg. or under. The foetal mor- 
tality was 37.5 per cent. 

Abnormal! presentation and maladaptation of the 
presenting part to the pelvic inlet was found to be the 
greatest predisposing factor, and obstetric manipula- 
tions account for 15 per cent of these cases. Of the 
30 cases in the latter group 25 were caused by artificial 
rupture of membranes when the presenting part 
was not engaged, and the remaining 5 were due to 
manual elevation of the vertex when rotation above 
the pelvic brim was attempted. Prolapse occurred in 
20 instances of twin pregnancy, and it is interesting to 
note that the foetal mortality was 72 per cent when 
the cord of the first twin prolapsed, but only 11 per cent 
when the cord of the second alone was involved. This 
difference was, of course, due to the cervix in the 
latter case being fully dilated so that delivery could be 
effected without delay. There were 3 infant survivals 
in cases where the foetal heart was inaudible and cord 
pulsations were not felt. 

Normal spontaneous delivery occurred in 32 cases, 
with a foetal mortality of 44 per cent. Cord reposition 
was successful in 20 of the 37 cases in which it was 
attempted, with a foetal mortality of 35 per cent. Other 
methods of treatment included manual or forceps 
rotation, manual dilatation and incision of the cervix, 
hydrostatic bag, and Trendelenburg position with 
elevation. Both manual dilatation and incision of the 
cervix were attended by a high foetal mortality—46 
per cent and 60 per cent respectively. Trendelenburg 
position with elevation was used in 18 cases, with a 
foetal mortality of only per cent. Caesarean section 
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was not used before 1939, so that only 7 patients were 
delivered in this way, without foetal mortality. When 
the cervix was less than 7 cm. and the foetus was 
not compromised, Caesarean section seemed to be the 
safest method of delivery, provided it could be done 
with reasonable speed. When the foetus was distressed, 
improved results were obtained by elevating the pre- 
senting part under general anaesthesia (preferably by 
cyclopropane, because of the speed of induction with 
this gas and because it permits a relatively greater 
amount of oxygen to be delivered to the foetus) before 
any type of delivery was attempted. Cord reposition, 
hydrostatic bag, and bipolar version are considered to 
be poor substitutes for section when the latter is 
feasible. 

Abnormal presentation, high head, and multiple 
pregnancy are so often associated with cord prolapse 
that in such cases its occurrence should be anticipated. 
Frequent auscultation of foetal heart sounds and 
periodic rectal examination are essential, and after the 
membranes have ruptured a vaginal examination 
should be made. It has been customary to keep the 
patient lying down when the membranes have ruptured 
early, but in this series, with very few exceptions, pro- 
lapse occurred while the woman was recumbent. The 
authors consider that a more rational treatment is to 
allow her to walk about, except in cases of transverse 
lie and of true cephalo-pelvic disproportion. They 
found that when the presenting part is unengaged, the 
membranes are intact, and the cervix is 7 cm. or more 
dilated there is definite risk of prolapse of the cord 
with sudden rupture of the amniotic sac. As a pro- 
phylactic measure a few of these cases have been 
managed successfully by slow decompression of the 
sac with a long No. 18 needle. F. J. Browne 


570. Small Dose Sulphamerazine Prophylaxis in 
Obstetrics. 

By B. von Friesen. Acta obstet. gynec. scand., 31, 
Suppl. 3, 3-124, 1950. 6 figs., bibliography. 


571. The Effect of Amputation of the Cervix Uteri 
Upon Subsequent Parturition. A Preliminary Report 
of Seven Cases. 

By J. J. Fisher. Amer. J. Obstet. Gynec., 62, 644- 
648, Sept. 1951. 9 refs. 


572. Hematoma of the Vulva During Labor. Case 
Report. 

By H. KirscHpaum and L. Matumn. J. Michigan 
med. Soc., $0, 742 and 827, July 1951. 


ANAESTHESIA 
573. Obstetrical Analgesia. (Schmerzlinderung unter 
der Geburt.) 


By E. Fauver. Z. Geburtsh. Gynak., 135, 149-169, 
1951. 42 refs. 


574. Anaesthesia in Normal Childbirth. (La anes- 
tesia en el parto normal.) 

By E. Mactas pe Torres. Acta gynaec. obstet. 
hisp.-lusit., 1, 194-207, May-June, 1951. 
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REVIEW OF CURRENT LITERATURE 


575. A Study of the Maternal Blood Pressure V aria- 
tions in 50 Cases of Normal Labour, with a Considera- 
tion of the Effects of Analgesia. 


By R. C. Brown. Anaesthesia, 6, 66-75, Apr. 1951. 
2 figs., 21 refs. 


Variations in blood pressure during the stages of 
labour and the puerperium were studied in 50 patients. 
They did not receive full anaesthesia for the deliveries. 
The pressure recorded at the last visit to the antenatal 
clinic was taken as the normal. 


In the first stage the blood pressure in the interval 
between pains was found to rise in 25 cases, fall in 13, 
and remain constant in 12. The mean variation was 
+42 mm.Hg systolic and +2.8 mm.Hg diastolic. 
During pains the pressure rose, except in 1 case. The 
mean variation was +16 mm.Hg systolic and +11 
mm.Hg diastolic. Thirty-three of the patients received 
pethidine in doses of 50 or 100 mg. to a maximum of 
250 mg. 


In the second stage, between pains the systolic 
pressure rose in 38 cases, fell in 5, and remained 
normal in 7. The mean variation from normal was 
+ 12.3 mm.Hg. The diastolic pressure rose in 38 cases, 
fell in 7, and remained as normal in 7, the mean 
variation being +9.7 mm.Hg. During pains the 
systolic pressure rose in 43 cases, fell in 2, and was 
not recorded in 5. The maximum diastolic variation 
was +25.1 mm.Hg. No pethidine was given in the 
second stage. Analgesia was administered intermit- 


tently during the pains and continuously during the 
birth of the child. Twenty-four patients received gas- 
and-air by the Talley machine and 23 trilene-and-air 


by Freedman’s inhaler. Three patients refused 
analgesia. The author considers these 2 groups com- 
parable. The blood pressure between pains showed 
no significant variation between the 2 groups, but 
during pains the mean systolic blood pressure was 
significantly higher in those receiving trilene. This may 
have been due to stimulation of the trigeminal and 
vagus nerves by the vapour. 


In the third stage there was a sharp fall in the 
systolic and diastolic pressures compared with the 
pressure in the intervals between pains of the second 
stage. In 19 cases out of 42 the greatest fall occurred 
before the delivery of the placenta, and in 14 cases 
afterwards. The blood-pressure variations in the post- 
puerperal period were not regarded as of interest. 


The author considers that the rise in blood pressure 
results from the secretion of adrenaline and the peri- 
pheral resistance of the uterine vessels. Temporary 
kinking of the subclavian artery may occlude,the radial 
pulse during the pains. Gordon Ostlere 


576. Intravenous Alcohol Used for Preinduction 
Analgesia in Obstetrics. 

By A. M. Fertcuxo, J. E. Weper, J. H. Carrow, 
and G. J. Taomas. Amer. J. Obstet. Gynec., 62, 662 
664, Sept. 1951. 6 refs. 
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577. Scopolamine in Obstetrics. Use in Rapid 


By H. F. Suarpiey. J. Sth Carolina med. Ass., 47, 
393-401. Nov. 1951. 27 refs. 


The decrease in maternal mortality by 71 per cent 
in the United States in the last decade is mainly 
attributable to increased obstetric conservatism, and 
especially to the use of relaxation methods, but there 
has at the same time been a great increase in the use 
of drugs. The effect of these on the newborn infant 
is difficult to assess as there is no standard index for 
neonatal apnoea, but whereas the incidence of pre- 
maturity and birth injury have decreased by 22 per 
cent and 23 per cent respectively in the last decade, 
that of asphyxia and atelectasis has increased by 
8 per cent. In discussing the factors other than 
maternal medication which would have to be taken 
into account in any method of assessment of severity 
of apnoea the effect of posture on the interval 
elapsing before the baby’s first cry is noted; since a 
baby held by the feet takes longer to cry than one 
wae prone, an asphyxiated baby should never be so 

The scopol phine combination is not 
recommended for routine use in obstetrics, but as it 
causes less respiratory depression than the barbiturates, 
it is safer for the baby, especially in the second stage; 
it does not increase the need for operative interference, 
nor greatly disturb the mechanism of labour, the apo- 
morphine decreasing the excitement caused by the 
scopolamine. This combination of drugs was used by 
the author in 995 consecutive cases [partially selected, 
since some complicated cases were excluded]. In 
normal cases “ seconal”, 3 grains (0.2 8-), was given 
on admission; scopolamine, 1/100 grain (0.65 mg.), 
intramuscularly or intravenously, and apomorphine, 
1/100 grain, intramuscularly when pains became 
troublesome; and thereafter scopolamine, 1/300 grain 
(0.2 mg.), and apomorphine 1/100 grain hourly. In 
rapid and premature births the apomorphine was 
omitted. There were no maternal deaths and only 7 
stillbirths, none due to the drugs. Only 8 babies 
required much resuscitation, and 85 per cent breathed 
within 60 seconds of delivery. Scopolamine intra- 
venously is excellent in cases of rapid birth, retarding 
the second stage and reducing the amount of anaes- 
thetic required. The same effects are seen in lesser 
degree in normal deliveries. It is particularly safe for 
premature deliveries and as premedication for 
Caesarean section. A warning is given against the com- 
bination of scopolamine and pethidine, which may 
produce severe respiratory depression in the mother. 

Margaret Puxon 


578. Intravenous Demorol and Scopolamine in the 
Management of Labor. 

By A. M. Cowpen. J. med. Ass. Alabama, 21, 53- 
55, Sept. 1951. 4 refs. 
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579. A New Intravenous Barbiturate in Obstetrics. 
By M. H. Bertiino and J. C. North 
Carolina med. J., 12, 429-431, Sept. 1951. 3 refs. 


580. Trichlorethylene in Obstetrics. (Trichlor- 
dthylen in der Geburtshilfe.) 

By H. Heizer. Miinch. med. Wschr., 93, 2045-2050, 
Oct. 12, 1951, 1 ref. 


581. The Possible Uses of “ Hydergin” in Obstet- 
rics. (Verwendungsmdglichkeiten des Hydergin in der 
Geburtshilfe.) 

By F. Wunerm. Klin. med., Wien, 6, 414-421, 
Sept. 1, 1951. 5 figs., 16 refs. 


582. Sparteine in Obstetrics. 
ostetricia.) 

By G. Tappet. Monit. ostet.-ginec., 22, 161-172, 
May-June 1951. 54 refs. 


583. Our Experience of Obstetrical Analgesia by 
infusion of Procaine. (NaSe zkuSenosti s tlumenim 
porodnich bolesti novokainovou infusi.) 

By E. Linpner. Lék. Listy, 6, 579-582, Oct. 1951. 
2 figs., 8 refs. 


584. Prevention of Headache Following Spinal 
Analgesia for Obstetrical and Gynaecological Surgery. 
(Prevencion de las cefaleas postraquianestesia en la 
cirugia obstetrico-ginecologica.) 

By J. C. Senor. Med. clin., 17, 159-168, Sept. 1951. 
Bibliography. 


585, An Analysis of 1,000 Cases of Low Spinal Anes- 
thesia in Vaginal Delivery. 

By R. C. Crowper and J. V. McNuLty. 
Med. Surg., 5, 531-533, June 1951. 7 refs. 

Any form of regional anaesthesia in labour is deemed 
safest for the baby because of its lack of depressant 
effect on his cardio-respiratory system. One thousand 
consecutive cases of minimal spinal anaesthesia in 
vaginal delivery are reported. 

When the patient is ready for delivery, if the systolic 
blood pressure is below 90 mm.Hg, 0.75 gr. (50 mg.) 
of ephedrine sulphate are given intramuscularly. The 
skin and tissues over the 3rd lumbar interspace are 
then infiltrated with the 1.5 per cent solution; and 
30 mg. of “ metycaine” (2-methyl-piperadinopropy! 
benzoate hydrochloride) 1.5 per cent in Ringer's solu- 
tion injected. The injection is given rapidly between 
uterine contractions, in order to minimize erratic 
diffusion of the agent due to turbulence of the spinal 
fluid caused by the contractions. 

The patient is turned quickly on to her back, placed 
in the lithotomy position, the head elevated 30 degrees 
for 10 minutes, and 6 litres a minute of oxygen given 
by mask as a routine to minimizing placental 
anoxaemia due to blood pressure changes. Obliteration 
of perineal pain, followed by uterine pain, begins 
almost at once. The anaesthetic level lies between the 
umbilicus and the xiphoid; uterine contractions are not 
interfered with 

In the 1,000 cases there were 544 primiparae and 456 


(La sparteina in 
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multiparae. Operative interference was necessary in 
73 per cent of the former and in 48 per cent of the 
latter; 3 internal podalic versions were done without 
difficulty in spite of the absence of a general anaes- 
thetic. Partial failure of perineal anaesthesia occurred 
in 2.2 per cent and complete failure in 0.3 per cent. 
Partial failure of uterine anaesthesia occurred in 1.9 
per cent and complete failure in 0.3 per cent. Of the 
1,000 cases 3.1 per cent required some form of supple- 
mental anaesthesia. 

The average drop in blood pressure was 14 mm.Hg 
systolic, and 7 mm.Hg diastolic. There were no in- 
stances of shock or collapse. The blood loss compared 
favourably with caudal anaesthesia. There were 8 cases 
of postpartum haemorrhage and 35 (3.5 per cent) of 
postpartum infections. Post-spinal” headaches 
occurred in 146 cases, being mild in 92, moderate in 27, 
and severe in 27. Maternal mortality was nil; there 
were 18 infant deaths, none of them due to the anaes- 
thetic. W. Stanley Sykes 


586. Studies on Autonomic Blockade. V. The 
Inhibition of Water Diuresis by High Spinal Anes- 
thesia in the Pregnant Woman. 

By N. S. Assatt and J. G. RoSENKRANTZ. Surg 
Gynec. Obstet., 93, 468-478, Oct. 1951. 5 figs., 37 refs. 


587. The Value of Root-block Analgesia in 
Obstetrics. (Valor actual de la raquianestesia en 
Obstetricia.) 

By M. E. Vittamit. Obstet. Ginec. lat.-amer., 9, 
270-287, July 1951. 28 refs. 


588. The Effect of High Spinal Anesthesia on the 
Renal Hemodynamics and the Excretion of Electro- 
lytes during Osmotic Diuresis in the Hydropenic 
Normal Pregnant Woman. 

By N. S. Assavt, A. Kaptan, S. J. Fomon, R. A. 
Douctas, and Y. Tapa. J. clin. Invest., W, 916-924, 
Sept. 1951. 3 figs., 29 refs. 


589. Pudendal Block with Hyaluronidase. 
By H. C. Hetes. Amer. J. Obstet. Gynec., 62, 658- 
661, Sept. 1951. 7 refs. 


PUERPERIUM 


590. Early Ambulation Following Delivery. [In 
English.] 
By H. Zmutacus. Acta obstet. gynec. scand., 31. 


25-38, 1951. 18 refs. 


591. The Routine Use of Tub Baths in Postpartum 
Perineal Care. 

By J. E. HopGson and L. A. Day. Minn. med., 34, 
1094-1095 and 1105, Nov. 1951. 5 refs. 


592. Curtailment of the Puerperium with “ Meth- 
ergin”. (Abkiirzung der Nachgeburtsperiode durch 
Methergin.) 

By R. Fink and G. RutisHauser. Praxis, 40, 907- 
908, Nov. 1, 1951. 2 figs., 10 refs. 
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593. Acute Puerperal Inversion of the Uterus. 
By C. J. Dewsurst and D. C. A. Bevis. Lancet, 1, 
1394-1396, June 30, 1951. 4 refs. 

The authors describe 6 cases of acute puerperal in- 
version of the uterus, in order to emphasize points 
which they have found useful in diagnosis, and to 
record success with O’Sullivan’s hydrostatic method of 
treatment. In partial inversion, correct diagnosis may 
be delayed because of the following findings: (a) the 
amount of blood lost may alone be sufficient to 
account for the shock; (b) the fundal abnormality on 
palpation is slight and the dimple small, and abdominal 
rigidity makes palpation difficult; (c) the level of the 
uterine fundus is normal. Three patients had complete 
inversion and 3 partial inversion; 3 were treated by 
manual reposition, and 3 by the hydrostatic method. 

The authors write that, in the absence of shock, the 
uterus should be replaced as soon as possible; where 
shock is present, however, resuscitation should first be 
attempted. Incomplete reposition is followed by some 
improvement in the patient's condition. The value of 
the hydrostatic method is emphasized, and it may be 
used without an anaesthetic; its main disadvantage is 
the frequent difficulty of having 8 to 12 pints (4.5 to 
6.8 litres) of sterile fluid readily available. They also 
emphasize the well-known danger of applying traction 
on the cord. 

One case ended fatally; this case had been treated by 
the hydrostatic method, but at necropsy no fluid was 
found in the peritoneal cavity, and death was due to 
irreversible shock. 

[There is an error in the description of case No. 5 
which reads “. . . the operator [house surgeon} aided 
delivery of the placenta by cord traction and completely 
inverted the uterus. At once the obstetrician became 
somewhat shocked but replaced the uterus with all 
speed”. While no doubt the obstetrician was shocked 
at the method of delivery of the placenta, the correct 
meaning of the sentence is evident.] 

Donald Beaton 


594. Intestinal Obstruction in the Puerperium. 
(Occlusion intestinale et puerpéralité.) 

By P. A. Poxigquin and J. L. Cuoquarp. Laval méd., 
16, 754-762, June 1951. 3 refs. 


595. Delayed Postpartum Hemorrhage. 
By R. B. and E. Satrenspret. Bull. M. 


Hague Maternity Hosp., 4, 71-72, Sept. 1951. 2 refs. 


596. Cerebral Venous Thrombosis in the Puer- 
perium. Report of Two Cases with Necropsy Find- 


ings. 

By R. L. Burt, J. F. Donnetty, and D. L. 
Wuirener. Amer. J. Obstet. Gynec., 62, 639-643, Sept. 
1951. 2 figs., 9 refs. 

597. Puerperal Hemiplegia. (Sull'emiplegia puer- 
perale.) 

By L. D’ArGenio. Riv. Pat. nerv. ment., 72, 402- 
410, 1951. 28 refs. 
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ungen Uber Resorption und Ausscheidung von Sul- 
fonamiden im Wochenbett.) 

By E. J. Wevwiino and F. J. Diensperc. Arch. 
Gyndk., 179, 514-544, 1951. 12 figs., bibliography. 


LACTATION 


599. Essential Amino Acids in Mature Human Milk 

By S. Mitter and V. RutrTincer. Proc. Soc. exp. 
Biol., N.Y., 77, 96-99, May 1951. 9 refs. 

The essential amino-acids in whole human milk were 
analysed by microbiological methods. The samples, 
147 in number, were obtained from 61 healthy 
mothers successfully nursing their infants. The con- 
centration of amino-acids decreases rapidly during the 
first 10 days postpartum, and reaches a level in mature 
milk which is, on average, less than half that of early 
colostrum. H. M. Sinclair 


600. The Elimination of Synthetic Antihistaminic 
Drugs in the Milk and their Lactogogue 
(La eliminazione degli antistaminic di sintesi con il 
latte e l’'azione lattagoga di questi.) 

By V. Rinvt. Riv. ital. Ginec., 34, 147-157, 1951. 
2 figs., 3 refs. 

On the basis of experiments performed with various 
synthetic antihistaminic drugs at the University of 
Florence, the author states that only minimal amounts 
of these drugs or their breakdown products pass into 
the milk. The presence of these substances was 
ascertained by chemical, and by the more sensitive 
biological, methods (action on isolated colon of 
rabbits). These drugs cannot therefore be expected to 
have any therapeutic or toxic action on the breast-fed 
infant. They have, however, been shown to have a 
pronounced lactagogue effect and may thus be of great 
practical value in this connexion. This effect could be 
observed within 1 hour of a single parenteral adminis- 
tration of the drug and was maintained for from 24 to 
72 hours; it consisted in an increase in the total 
volume of the milk secreted and also in its protein, 
carbohydrate, and fat content. N. Alders 


601. Breast Feeding in Private Practice. 
By E. R. Kimsatt. Quart. Bull. Nthwest. Univ. med. 
Sch., 25, 257-262, 1951. 2 figs., 4 refs. 


602. A Study of Breast Feeding at the Evanston 
Hospital. 


By H. O. Lussy. Quart. Bull. Nthwest. Univ. med. 
Sch., 25, 251-256, 1951. 


603. The Activity of the Female Albino Rat During 
Lactation. 


By J. T. Eayrs. J. Endocrinol., 7, 349-356, Oct. 
1951. 4 figs., 8 refs. 

604. Scarlatina during Lactation. 
lactantes.) 

By I. R. Sremvpero and H. Lerevre. Prensa méd. 
argent., 38, 1937-1938, Aug. 3, 1951. 


(Escarlatina en 
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598. The Absorption and Excretion of Sulphona- 
mides During the Puerperium. (Neuere Untersuch- 
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605. The Successful Treatment of Early Mastitis. 
(Erfoigreiche Behandlung der Friihmastitis.) 

By W. A. Jaucu. Med. Welt, 20, 1148-1149, Sept. 
15, 1951. 2 figs.. 9 refs. 


606. Breast Feeding in Puerperal Mastitis. (Darf cin 
Kind bei einer puerperalen Mastitis angelegt werden?) 

By H. Kircunorr. Disch. med. Wschr., 76, 1338- 
1339, Oct. 26, 1951. 3 refs. 


INFANT 


607. Birth Weight and Gestation Time in Relation 
to Maternal Age, Parity, and Infant Survival. 

By M. N. Karn and L. S. Penrose. Ann. Eugen., 
Camb., 16, 147-164, Sept. 1951. 5 figs., 10 refs. 

Information concerning gestation, birth weight, 
parity, and survival was obtained with regard to 
13,730 infants and their mothers from the records of 
University College Obstetric Hospital, London, for 
1935-46. Twins were excluded from the investigation. 
There were 614 stillbirths and neonatal deaths within 
28 days. The numbers of each sex were roughly 
equal. 

Among non-survivors there were a mean birth 
weight of 5.64 Ib. (2.557 kg.) for males and 5.28 Ib. 
(2.393 kg.) for females, and a mean gestation time of 
259 days for both sexes; among survivors, a mean 
birth weight of 7.35 Ib. (3.333 kg.) for males and 
7.13 Ib. (3.233 kg.) for females, and a mean gestation 
time of 281 days. The mean maternal age was 29 years 
for non-survivors and 28 years for survivors. Parity 
was the same in each group. Mother's age and parity 
had a correlation of 0.5. Normal birth weight increased 
with increasing parity, and diminished slightly with 
increasing maternal age. Gestation time fell slightly 
with increasing parity and maternal age. Birth weight 
and gestation time were correlated at 0.4, but not 
entirely linearly. For females birth weight increased 
progressively with increasing gestation time, but for 
males little further increase in birth weight occurred 
when the gestation time was longer than 297 days; 
males were heavier than females when the gestation 
time exceeded 247 days. The highest survival rate 
occurred in the 74 to 84 Ib. (3.401 to 3.854 kg.) group 
~—heavier than the average weight. The best weight 
for infant survival for either sex was 8 Ib. (3.628 kg.), 
with a mortality rate of less than 2 per cent. The best 
gestation time was 275 to 289 days. Times less than 
260 days carried a greater rate than times greater 
than 305 davs. 

A formula has been derived and graphs made for 
determining the chances of survival according to any 
combination of birth weight and gestation time for 
each sex. M. Lubran 


608. The Water Metabolism of Newborn Infants and 
Animals. 

By H. Heiter. Arch. Dis. Childh., 26, 195-204, June 
1951. 6 figs., bibliography. 
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609. Chronic Disorders of Calcium and Phosphate 
Metabolism in Children. (Uber chronische Stérungen 
des Calcium- und Phosphatstoffwechsels im Kinde- 
salter.) 

By G. FANCONL Schweiz. med. Wschr., 81, 908-913, 
Sept. 22, 1951. 7 figs., 10 refs. 

The author recognizes three groups of disorders of 
calcium and phosphate metabolism: chronic hypo- 
calcaemias, hypophosphat ias, and  hypercal- 
caemias. The hypocalcaemias are subdivided into: 
(a) hypoparathyreosis (postoperative, idiopathic, or 
after infective, toxic, or haemorrhagic damage to the 
parathyroid glands); (b) hypoparathyreotic cretinism 
(forms with or without phosphaturia after parathor- 
mone injection—Ellsworth-Howard test); and (c) 
chronic kidney involvement (glomerular insufficiency 
leading to hyperphosphataemia and to hypocalcaemia, 
or Lightwood-Albright’s nephrocalcinosis caused by 
insufficiency of the distal tubules). Hypophosphataemia 
occurs in ordinary rickets, untreated coeliac disease, 
chronic amino-aciduria, Lightwood-Albright’s renal 
acidosis, and pure “ phosphate diabetes”. The first 
case of phosphate diabetes, in which the phosphate 
clearance was 476 ml. per hour compared with a 
normal value of 210 ml. per hour, is described. It is 
suggested that in this case the limited re-absorption of 
phosphate was the only disorder present. 

Cases of hypercalcaeniia are divided into those with 
hypophosphataemia and those with a normal phos- 
phate level in the blood or hyperphosphataemia. To 
the latter group belong cases of tumour with 
secondaries in the bones; some forms of hypervitamin- 
osis D; Howard and Albright’s syndrome resulting 
from prolonged and excessive intake of milk and 
alkali; and a fourth, idiopathic, form, of which the 
author describes the first case. This is characterized by 
osteosclerosis, early closure of the cranial fissures. 
oligophrenia, high blood non-protein nitrogen level, 
and low phosphate clearance value. 


H. Herxheimer 


610. Observations on All Births (23,970) in Bir- 
mingham, 1947—IV. “ Premature Birth ”. 

By T. McKeown and J. R. Gipson. Brit. med. J., 
2, 513-517, Sept 1, 1951. 2 figs., 4 refs. 

This is a report of the fourth part of an investigation 
dealing with the births in Birmingham during 1947. 
The definition of prematurity in this paper is a birth 
weight of 54 Ib. (2.494 kg.) or less, and 994 of the 
16,749 single births fell into this category. The distri- 
bution of births by period of gestation shows that the 
majority of the premature babies were delivered later 
than the end of the 37th week of pregnancy, but the 
probability of surviving decreased with decrease in 
period of gestation: with a gestation of 31 weeks or 
less, over 80 per cent of the babies failed to survive 
the first month after birth. There is a large correlation 
between birth weight and the percentage of stillbirths 
and that of neonatal deaths. A similar relationship was 
shown by the period of gestation. The chance of 
surviving the first month following birth appears to be 
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closely related to birth weight and to duration of 
gestation, and there is little to choose between these 
variables as indices of the chance of survival. 

From the results of their investigation the authors 
suggest that administrative procedure could be modified 
as follows to reduce the mortality among premature 
babies : (1) mothers in whom the onset of labour occurs 
more than 4 weeks before the expected date should be 
admitted to hospital; and (2) live-born infants delivered 
at home should be admitted to hospital if they weigh 
less than 4 Ib. (1.815 kg.) at birth. W.J. Martin 


611. Prematurity Prevention; Management of 
Delivery. 

By G. KamPerMaAN and D. MorcGan. J. Michigan 
med. Soc., 50, 865-871, Aug. 1951. 9 refs. 


612. Studies on Prematurity. IV. Influence of 
Fetal Maturity on Weight Lag Period. 

By M. Sreiner and W. Pomerance. Pediatrics, 8, 
513-517, Oct. 1951. 5 refs. 


613. Management of the Premature Infant. 
By C. A. Smira. J. Michigan med. Soc., 50, 872- 
874 and 879, Aug. 1951. 4 refs. 


614. Methyltestosterone Treatment of Premature 
Infants. 

By W. A. Remty and A. M. Earte. Amer. J. Dis. 
Child., 82, 323-324, Sept. 1951. 5 refs. 


615. Aqueous Dispersions of Vitamins A and D in 
Premature Infants. Studies with Reference to Rickets 
and Retrolental Fibroplasia. 

By B. Kramer, S. M. Gorpon, H. M. Bercer, and 
A. E. Soper. Amer. J. Dis. Child., 82, 17-27, July 1951. 
1 fig., 28 refs. 

In this paper are recorded the results of an investiga- 
tion planned to assess the relative values of vitamin 
A and D supplements in aqueous or oily solution in 
the prevention of rickets and retrolental fibroplasia in 
premature infants. 

Starting on the seventh postnatal day 65 premature 
infants were given oral doses of the vitamin concen- 
trate: 35 received a daily dose of the aqueous solu- 
tion containing 1,200 units of vitamin D and 5,000 
units of vitamin A, and the remaining 30 were given 
1,260 units of vitamin D and 8,750 units of vitamin 
A in an oily solution. The average duration of in- 
patient treatment in the latter group was 39.6 days, 
and in the former 34.8 days. The average weight 
gain for both groups was the same (2 Ib. 5 oz.=0.97 
kg.). On the day of discharge the wrists were 
examined radiologically for signs of rickets and 
samples of blood were taken for estimation of calcium, 
phosphorus, and phosphatase concentration. None of 
the infants showed any clinical or radiological 
evidences of rickets. The differences between the 
blood levels of phosphorus, phosphatase, and calcium- 
phosphorus products were not statistically significant 
in the two groups. Thus it is evident from these studies 
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that with the doses used vitamin D is at least as effective 
in an aqueous solution as in an oily solution in the 
prevention of rickets in premature infants. 

During one 3-year period (1943-46) all premature 
infants were given vitamin A in oil, and in the next 
3-year period (1947-9) in an aqueous solution. Of 
596 of these babies subsequently examined only 5 had 
developed retrolental fibroplasia, and all except one 
had weighed less than 3 Ib. (1.36 kg.) at birth. In view 
of the small number of cases no conclusions can be 
drawn, but there was no increase in incidence of 
retrolental fibroplasia during the period vitamin A was 
being given in an aqueous solution. 

Jas. M. Smellie 


616. Comparison of Pulmonary Hyaline Membranes 
in Vagotomized Rabbits with those in Newborn 
Infants. 


By H.C. F. C. Benrie, and D. M. Gisson. 
Pediatrics, 7, 611-615, May 1951. 14 refs. 


Conclusive evidence that hyaline membranes found 
in the lungs of newborn infants are due to aspiration 
of the contents of the amniotic sac or vernix caseosa 
is still lacking. Absence of large numbers of corni- 
fied cells and of fat does not support this theory, nor 
does the fact that the same membranes have been 
found in a variety of conditions, among them in bilater- 
ally vagotomized rabbits. The authors suggest that 
this similarity points to a common factor being res- 
ponsible for the changes in newborn infants and 
experimental animals. This may be obstructed 
breathing, aspiration of oral contents into trachea and 
bronchi, or perhaps some neurogenic cause of pul- 
monary oedema. W. Mestitz 


617. Asphyxia Neonatorum. New Method of 


By A. BLoxsom. J. Amer. med. Ass., 146, 1120- 
1124, July 21, 1951. 1 fig., 12 refs. 


Anoxia at birth has many causes, and to overcome 
it the essential need is to introduce oxygen into the 
circulation. The asphyxiated infant is in a state of 
shock, and more harm than good can be done by 
manual methods of resuscitation; the use of the 
intratracheal catheter to draw off excess of fluid is 
only partially effective, and it is certainly hazardous. 

This paper describes attempts in recent years to 
provide a positive-pressure oxygen air-lock apparatus, 
supplying warmth, moisture, and measured oxygen 
concentrations capable of cyclical variation. The 
expulsion of pulmonary fluids is effected by the 
expansion of gases within the respiratory system. The 
author described the reduction in the mortality rate in 
100 asphyxiated newborn infants, for whom the new 
apparatus was used. Its use in the premature, asphyx- 
iated, oedematous infant was of distinct value. 

[The problem of resuscitation of the asphyxiated 
newborn infant is still in the experimental stage, and 
improved methods are welcome.] 

W. G. Wyllie 
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618. Late Prognosis in Asphyxia Neonatorum after 
Forceps Delivery. (Senpronos fdr asfytiska tangfér- 
lésta barn.) 

By P. WeTTERDAL. 
27, 1951. 

Discussion continues as to whether asphyxia at birth 
leads subsequently to mental or physical defect. The 
author points out the difficulty of conducting a clinical 
inquiry on this subject, for it needs strictly compar- 
able cases, care in definition, and a long-term follow- 
up, perhaps even to 20 years of age. Thus at present 
it is not possible to produce fully reliable statistics. 
However, he has collected 2 series of cases—2,000 
spontaneous deliveries and 1,585 forceps deliveries. 
Forceps were applied in 1,049 instances for delay in 
delivery and in 536 for foetal distress classified as 
asphyxia. The results are analysed in 3 tables. The 
first of these gives the mortality rates at birth and the 
results of follow-up at 12 years of age. No significant 
differences between the 2 series could be found in 
those who survived birth, in latc~ mortality, or in 
physical or mental defects; in fact the figures are 
amazingly similar. There was, however, a very marked 
difference in death rate at birth itself; 2.55 per cent 
in spontaneous deliveries, 3.6 per cent in cases of 
forceps application for delay, and 16.8 per cent in 
those in which forceps were used for asphyxia. The 
death rate in the last group is said to be less nowa- 
days than would appear from this series, owing to 
the greater care now taken of such babies. 

The second table analyses the 12-year follow-up in 
relation to the type and site of forceps application. 
The third analyses the types of mental and neuro- 
logical defects found at 12 years in relation to the 
type of original delivery. Again no statistical signi- 
ficance could be found in the percentages of their 
occurrence. 

It is concluded that at present there is no evidence 
that asphyxia, if survived, predisposes to mental de- 
fect, or retardation, or to physical syndromes. It 
does, however, introduce risk of death at birth and 
needs careful treatment. Kenneth Bowes 


619. Pneumothorax in the Newborn. 
By B. Lanpaas. J. Oslo Cy Hosp., 1, 242-244, 
Oct. 1951. 1 fig., 4 refs. 


620. The Embryology of Congenital Cysts of the 
Lungs and Bronchiectasis. (Angeborene Lungenzysten 
und Bronchiektasen, betrachtet vom entwicklungsges- 
chichtlichen Standpunkt.) 

By O. Neyses. Zbl. allg. Path. path 
321-330, July 20, 1951. 3 figs., 22 refs. 

The author has had an opportunity of studying, 
at necropsy, 2 cases of single cyst of the lung and 
1 case of congenital! bronchiectasis. On histological 
and embryological grounds he proposes a hypothesis 
that cysts of the lung are due to endodermal mal- 
development and congenital bronchiectasis to added 
mesodermal disturbance. The rare condition of 
congenital emphysema is supposed to be due to an 
isolated mesodermal defect. L. Michaelis 


Nord. Med., 45, 1000-1002, June 
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621. Ectromelia: Case Presentation. 
By J.C. Arnett. W. Virginia med. J., 47, 328-330, 
Oct. 1951. 5 figs., 12 refs. 


622. Spontaneous Necrosis of the Feet in a New- 
born Child. (Spontane necrose van de voorvoet bij 
een neonatus.) 

By G. J. Kioosrerman. Ned. Tijdschr. Verlosk., 
51, 146-168, 1951. 3 figs., 6 refs. 


Local Therapy in Dermatoses of the Newborn 
ant. 

By C. B. Hemmer, H. G. Grayzer, and B. Kramer. 
Arch. Pediat., 68, 382-387, Aug. 1951. 16 refs. 


624. Omphalocele. Analysis of Twenty-one Cases 


j Amer. Surg., 17, 947-958, Oct. 
1951. 18 refs. 


625. The Renal Function of Infants Delivered of 
Toxaemic Mothers. 

By D. C. A. Bevis and S. F. ScHortetp. Arch. Dis. 
Childh., 26, 109-118, Apr. 1951. 9 figs., 23 refs. 

The kidneys of infants born of mothers with 
toxaemia of pregnancy have been investigated along 
three lines (1) anatomical considerations; (2) physio- 
logical considerations; and (3) indirect observations of 
kidney function, especially the production of hyper- 
tension. In each investigation comparable control 
groups of foetuses or infants born of unaffected 
mothers were also examined. It was found that 
maternal toxaemia did not affect the development of 
the kidney, the urea clearance, nor the minute volume 
of the urine. The blood urea concentration was higher 
in the toxaemic group, and in the first 2 days of life 
the blood pressure (both systolic and diastolic) of 
toxaemic babies exceeded that of the controls. It is 
suggested that these results can be explained by the 
existence of a Trueta “by-pass” in the kidneys of 
infants born of toxaemic mothers. 

The problem of collecting urine from newborn 
infants of either sex was ingeniously solved. The diffi- 
culty of measuring the blood pressure in infants is 
discussed and the use of the Pachan oscillometer is 
described. F. A. Langley 


626 Congenital Myasthenia Gravis. 

By R. I. Mackay. Arch. Dis. Childh., 26, 289-293. 
Aug. 1951. 4 figs., 9 refs. 

The existing case reports on congenital myasthenia 
are divided into 3 groups: (1) transitory neonatal 
myasthenia occurring in infants whose mothers are 
suffering from myasthenia gravis: (2) myasthenia 
present from birth in children of mothers not suffering 
from the disease (3 such cases have been reported); 
(3) cases in which the symptoms develop only after 
weeks or months, and which should be called infantile 
rather than congenital. 

One case history is then given of a twin girl weakly 
from birth (in contrast to her sister) who developed 
definite myasthenia, characterized by ptosis and weak- 
ness of the legs, first noticed as really abnormal in her 
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3rd year. The symptoms progressed and when the 
patient was seen at the age of 7 years 8 months she 
had considerable ptosis and complete external oph- 
thalmoplegia. Power in the arms, hands, and legs was 
reduced. Therapeutic test with 1 mg. neostigmine 
methy! sulphate subcutaneously was “ positive”, the 
ptosis being overcome and facial grimacing becoming 
possible. 

Detailed study of finger-prints and all blood group 
characteristics of the twins and their parents led the 
author to conclude that the twins were binovular. 

The normal twin and the parents were given injec- 
tions of p-tubocurarine without developing any altera- 
tion in muscle power. It was felt that this proved that 
there was no latent myasthenic state in these members 
of the family. The various theories of causation of 
myasthenia are discussed. Fergus R. Ferguson 


627. Cerebral Palsy in Infancy. 
graphic and Pn lographic Studies. (Le 
paralisi cerebrali infantili. Studio elettroencefalo- 
grafico e pneumoencefalografico.) 

By P. Duranp and L. Lattante, 
22, 472-491, Aug. 1951. 14 figs., 25 refs. 


The authors discuss the usefulness and limitations of 
electroencephalogram (EEG) and the pneumo-ence- 
phalogram (PEG) in the diagnosis of cerebral disorders. 
Both methods assist in outlining the physio-patho- 
logical picture; the PEG revealing morphological 
changes in the brain, and the EEG showing the 
dynamic changes caused by irritative conditions of the 
neurones or by a disorder of cerebral function. They 
have used these methods in investigating, at the 
Children’s Clinic of the University of Genoa, a number 
of cases of cerebral palsy, including in this designation 
all motor disorders due to cerebral lesions acquired 
pre- or post-natally or during infancy. They divide 
their case disorders into the following groups: (1) 
those in which it is possible to locate lesions of the 
cortex or basal ganglia either by EEG or PEG; (2) 
those in which it is possible, with the aid of EEG 
(and less frequently PEG), to demonstrate diffuse 
cerebral lesions: (3) those with cerebellar lesions. 

The findings are described in 5 cases of the first 
group in which the lesions were predominantly 
cortical, giving rise to epileptic fits, and in 5 cases in 
which choreic or athelotic movements were present 
and lesions of the basal ganglia were suspected. In 
both types of case a high degree of correlation was 
obtained between EEG and PEG findings. Apart from 
post-natal trauma and encephalo-meningitis the authors 

mentioy Rh auto-immunization as a cause of quadri- 
plegic cases. With regard tu cases in Group (2) the 
authors found the EEG valuable for establishing the 
extent and the diffusion of the lesions, although typical 
tracings were not obtained. In these children severe 
neurological and mental disorders were found together 
with severe spasms. Convulsions, however, were rare. 
The PEG was usually normal. The findings in 
cases in Group (3) were inconstant, but the PEG occa- 
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sionally revealed changes in the size and shape of the 
large cisterns. 

In general, patients in whom the EEG was found to 
be abnormal suffered in a high degree from convul- 
sions and even more from spasticity. Mental deficiency 
was more marked in the degenerative, congenital, and 
diffused forms, and less frequent in cases due to trauma 
and anoxaemia occurring during birth. There appeared 
to be no correlation between EEG and intelligence. 
The authors conclude from their investigations that 
EEG and PEG are complementary to each other. 

E. S. Fountain 


628. Subdural Hematoma, Hygroma, and Hydroma 
in Infants. 

By G. Kitey, H. D. Ritrey, and C. S. Beck. J. 
Pediat., 38, 667-686, 1951. 12 figs., bibliography. 

The authors make it clear that in infants chronic 
subdural haematoma does not produce a pathogno- 
monic clinical picture. Diagnosis is made by subdural 
puncture, attention being directed to the haematoma 
by the history of a cerebral birth injury and when the 
main symptoms are related to dysfunction of the brain. 
In the treatment of this condition repeated subdural 
puncture until the infant's general health has improved 
is advised. Then an extensive osteoplastic exposure is 
advocated, so that adventitious membranes can be 
radically removed, the object of which is to minimize 
the chances of the re-collection of fluid and to avoid 
possible restriction of the growth of the underlying 
cerebral hemisphere. When a mass of fluid or blood 
is completely encapsulated it is known as haematoma: 
as a hygroma when it is incompletely encapsulated; and 
a hydroma where there is no membrane at all. The 
authors report 11 good results aut of a series of 22 
cases. G. F. Rowbotham 


629. An Unusual Method of Treating Hydro- 


By A. U. Camppett. Brit. med. J., 2, 1320-1321. 
Dec. 1, 1951. 1 fig. 


630. Treatment of Congenital Adrenal Hyperplasia 
with Cortisone. 

By L. Wixins, R. A. Lewis, R. Kiem, L. I. 
Garoner, J. F. Cricrer, E. Rosemperc, and C. J. 
Miceon. J. clin. Endocrinol., 11, 1-25, Jan. 1951. 
8 figs., 18 refs. 

Congenital adrenal hyperplasia differs from Cush- 
ing’s disease in having symptoms chiefly attributable 
to excess androgen secretion rather than to excess 
corticosteroid; these are accelerated growth, muscular 
development, and epiphysial ossification, early growth 
of sexual hair, and progressive virilization. The con- 
dition causes pseudo-hermaphroditism in females and 
Macrogenitosomia praecox in males. There is little 
sign of disturbed electrolyte or carbohydrate regulation 
in most cases, though in some electrolyte imbalance 
causes Addisonian symptoms and sometimes death. 
Attempts to suppress androgen secretion or, perhaps, 
to antagonize its peripheral actions by the injection of 
compounds with similar structure and little androgenic 
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activity have failed. Treatment with cortisone has, 
however, given good results. Since cortisone reduces 
the adrenal weight of intact rats but not of hypophy- 
sectomized rats maintained on a constant dosage of 
adrenocorticotrophin, it presumably suppresses secre- 
tion of the latter 


The present paper records the results of such treat- 
ment in 10 cases: a 2-month-old girl, 5 female pseudo- 
hermaphrodites aged 84 to 184, 2 boys aged 2 and 2} 
years with macrogenitosomia praecox, and 2 infants 
treated elsewhere. The older patients were given 50 
to 100 mg. of cortisone acetate daily, and the younger 
ones 25 to 50 mg. In all cases the excretion of 17- 
ketosteroids and of oestroids (oestrogens determined 
fluorimetrically) was reduced during treatment; 17- 
ketosteroid excretion values averaged 3.5 to 53 mg. 
per day before treatment and 0.3 to 7.1 mg. daily 
during treatment; the corresponding figures for 
oestroids were 23 to 105 «g. and 8 to 40 ng. daily. 
When cortisone injections were stopped the excretion 
rates, after several days’ delay, reverted towards the 
pre-treatment levels. Treatment was continued for 3 
to 5 months in some of the children and there was 
no sign of refractoriness. Bioassay of the urinary 
androgens in 2 cases and of the oestrogens in 1 case 
showed that these were reduced to a greater extent 
than the corresponding 17-ketosteroids and oestroids. 
Apparently metabolites of cortisone contribute towards 
the total 17-ketosteroids estimated, and this may 
account for the failure to reduce the excretion rate 
to values below 3 to 6 mg. per day in the older pre- 
adolescent children, who failed to show androgenic 
effects despite such adolescent levels of excretion. 

The urinary corticosteroids were also excreted at 
rates above normal before treatment. The changes 
during treatment were irregular, probably because 
diminished secretion by the adrenal may be masked by 
excretion of some of the administered cortisone. 


The response of one patient to 100 mg. of adreno- 
corticotrophin was tested. There was no increase in 
urinary excretions of 17-ketosteroids, corticosteroids, 
or oestroids before treatment, possibly because the 
adrenal was already secreting at its highest rate. 
There was some increase during treatment with 25 mg. 
of cortisone daily and none when this dosage was 
doubled. The possibility of the development of 
adrenal resistance to trophic stimulation is discussed. 
In one patient with severe Addisonian electrolyte dis- 
turbance which could not be adequately controlled 
with a high sodium chloride intake normal, though 
fluctuating, blood chemistry was restored when 
cortisone was given. In cases where the electrolyte 
disturbance was controlled by deoxycortone, cortisone 
had little or no effect in this respect. Of 2 patients 
who had hypertension, blood pressure was restored to 
normal in one, but in the other excitability, which 
developed during treatment, exacerbated the hyper- 
tension so that treatment had to be stopped 

Most of the patients have not been treated long 
enoueh to assess the effects on virilization, but there 
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has been abolition of clitoris erection in 1 case and 
decrease of acne and seborrhoea in 3 cases. There has 
also been some definite feminization: development of 
the breast and oestrogenic changes in vaginal cytology 
have occurred in 2 cases, in one of which menstruation 
was initiated. It is suggested that treatment releases 
gonadotrophin secretory function previously inhibited 
by the excess androgen. Peter C. Williams 


631. Hypothyroidism in Childhood. 

By F. Braww. Brit. med. J., 1, 1169-1176, May 26, 
1951. 8 figs., 22 refs. 

The author distinguishes three types of hypo- 
thyroidism among the children he has observed: 
congenital hypothyroidism (24 cases) post-infective 
hypothyroidism (6 cases), and endemic cretinism (9 
cases). The congenital condition is due either to a 
developmental defect or to transplacental infection of 
the thyroid: 3 children dying at 3 to 34 months had 
no thyroid gland, and it was very small in one child 
dying at 8 months; in a premature child, whose mother 
had recently had influenza, the thyroid was inflamed. 
and fibrotic, with few follicles and pale, vacuolated 
colloid. Such a congenital defect in a surviving child 
might well cause deficiency as thyroxine needs in- 
creased later in life. In patients in the second group 
onset of symptoms was often associated with some 
acute infection such as measles or pneumonia and the 
thyroid changes were probably similar. The dangers 
of thiouracil treatment affecting the foetus must be 
borne in mind; the drug passes through the placenta 
and also into the milk. Endemic cretinism is usually 
the product of generations of goitrous conditions and 
is gradually disappearing. 

Congenital hypothyroidism can be recognized as 
early as the seventh week, and 5 children of this group 
were diagnosed before the fourth month. Commonest 
symptoms are the appearance of supraclavicular pads, 
* jaundice " (which is actually carotenaemia caused by 
failure of carotene to be converted into vitamin A in 
the absence of thyroxine, slow feeding, lethargy. 
anaemia, umbilical hernia or abdominal distension, 
constipation, and later the more typical adult hypo- 
thyroid symptoms: myxoedema, dry skin, and hoarse 
voice. Post-infective hypothyroidism results in the 
cessation of previously normal development and, 
though hypothyroid symptoms are not so pronounced, 
inadequate teething, supraclavicular pads, solemn ex- 
pression, physical inactivity and mental dullness are 
common. Cases of endemic cretinism usually come 
under observation later with a history of apathy, late 
teething, walking, and talking, and gruffness of voice. 
Myxoedematous symptoms are not marked, but stunt- 
ing of growth is considerable and goitre, spasticity of 
the limbs, and low intelligence are common findings. 

Diagnosis is based on changes in the skeleton, blood 
cholesterol level, and electrocardiogram, and the re- 
sponse of these to thyroid treatment. Radiographs of 
the skeleton show arrested growth characterized by the 
increased density of provisional zones of calcification 
and delaved appearance of ossification centres. 
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Thyroid treatment produces growth within a few 
weeks and fresh ossification centres appear within 
some months. The irregularity of ossification indicates 
cartilage disturbance and the irregularity increases if 
treatment is delayed. Deformity of the head and neck 
of the femur accounts for the waddling gait. Blood 
cholestero! levels vary in children, but values above 
200 mg. per 100 ml. suggest hypothroidism. In the 
present cases values ranged from 116 mg. to 479 mg. 
per 100 mi. The reduction produced by thyroid 
medication is pronounced and is a better index of the 
adequacy of treatment than is the skeletal picture. 

Changes in heart size or rate are uncommon, but 
cyanosis of the extremities indicates a sluggish circula- 
tion and there are characteristic changes in the electro- 
cardiogram: a low-voltage curve with flattened P and 
T waves and occasional lengthening of the P-R and 
Q-T intervals. Restoration of a normal electrocardio- 
gram is the simplest check on treatment. The usual 
anaemia is normocytic, orthochromic, and mild; it 
does not respond to iron, but is improved by thyroid 
treatment after a temporary apparent worsening caused 
by the restoration of plasma volume. Muscle atony 
is common and may persist despite treatment and 
resemble familial or pseudo-hypertrophic muscular 
dystrophy. The gastro-intestinal symptoms (lack of 
appetite, slow feeding, and constipation) may be 
reversed to diarrhoea by inadequate treatment or may 
persist, with dilatation of the colon. Blood phos- 
phatase levels tend to be low and there is evidence 
of calcium retention in the bone density and diffuse 
calcinosis of soft tissues found in some cases. 

Untreated cases are particularly sensitive to thyroid 
treatment, which must be started with low doses (8 mg. 
daily) and must be carefully controlled during the first 
few months. Loss of weight, diarrhoea, and rise in 
temperature are all indications of overdosage. Later 
contro! can be exercised at longer intervals, but must be 
continued to ensure that increasing bodily needs are 
met with adequate dosage. The results of treatment 
are tabulated and analysed. Early treatment is most 
important in the congenital cases, development during 
the first few months being particularly rapid and 
fundamental. 

Almost all the author’s congenital and post-infective 
cases regained normal height and intelligence. Results 
in the group of endemic cretins were poor. Increase in 
growth was slow and the patient was always sub- 
normal! both in height and intelligence. The relations 
between intelligence and type of case, type of treat- 
ment, and final result are obscure and the literature on 
this subject is discussed. Peter C. Williams 


632. Congenital of the 


y J. L. Mapoven. J. thorac. Surg., 21, 460-469, 
May 1951. 4 figs., 14 refs. 

In 10 per cent of cases of oesophageal atresia the 
distal end of the oesophagus may be agenetic or hypo- 
plastic. there being no evidence of the more usual 
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tracheal or bronchial fistulous communication. The 
key to diagnosis in this type of oesophageal abnor- 
mality is the failure to demonstrate by radiological 
means the presence of intestinal air. The author con- 
siders primary restoration of the continuity of the 
alimentary canal to be the ideal surgical treatment and 
describes his management of such a case. 

A premature female infant from birth suffered from 
attacks of cyanosis after each feed, and excessive oro- 
nasal secretion was noted. Lipiodol introduced by 
catheter demonstrated a blind upper end to the oeso- 
phagus and in plain radiographs there was an absence 
of gas shadows. On the third day of life a right trans- 
pleural oesophago-cardiostomy was performed. The 
Operative procedure is well illustrated. Division of 
the left gastric vessels permitted adequate mobilization 
of the stomach for this anastomosis. The surgical 
treatment, of nearly 4 hours’ duration, was well 
tolerated, but the child died from increasing attacks of 
cyanosis 26 hours later. Other congenital abnor- 
malities were present. C. A. Jackson 


633. Congenital Hypertrophic Pyloric Stenosis. Re- 
view of 320 Cases. 

By E. C. Woop and J. M. Smecuie. Lancet, 2, 3-7. 
July 7, 1951. 16 refs. 

At the Birmingham Children’s Hospital from 1948 
to 1951, 320 infants have been treated for congenital 
hypertrophic pyloric stenosis. The authors describe 
the aetiological factors, the symptoms, and the results 
of treatment. They give a useful review of the recent 
literature about the incidence and mortality rate and 
note the general improvement in results, which is also 
evident in Birmingham. In 1939 the mortality rate was 
24 per cent; in the period 1947-9 it was 1.6 per cent. 
In the authors’ series the percentage of males was 
79.4 and of firstborn infants 51 per cent. In 16 families 
one or more previous siblings were affected. In the 
5 cases of binovular twins only one was affected. The 
average age of onset was 3.3 weeks, but a few babies 
had projectile vomiting from birth. In 12 cases there 
was bile and in 27 blood in the vomit. The average 
age on admission was 5.8 weeks, and 155 (49.6 per 
cent) of the babies were breast-fed. A pyloric tumour 
was felt in 97.3 per cent and gastric peristalsis was 
seen in 82 per cent. X-ray studies were not made until 
recently. The authors conclude that routine use of 
radiological examination is unnecessary, but that time 
may be saved where a doubtful tumour is felt if the 
narrowed pyloric canal can be demonstrated as a 
constant shadow. 

The infants are classified on a basis of weight on ad- 
mission, 200 (63 per cent) being more than 80 per cent 
of expected weight, 95 (29.6 per cent) 70 to 80 per 
cent, and 23 (7 per cent) less than 70 per cent of 
expected weight. The proportion of uninterrupted 
recoveries in these three groups was 77 per cent, 51.6 
per cent, and 36 per cent respectively. Of the 29 babies 
weighing less than 6 Ib. (2.7 kg.) on admission 41 per 
cent made uninterrupted recoveries: 2 babies under 
4 Ib. (1.8 kg.) died. About half of the 69 babies suffer- 
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ing from complicating infections on admission had 
otitis media. 

The treatment was mainly surgical (94 per cent). The 
Fredet-Rammstedt operation was performed by any 
one of the surgeons under local procaine with gas, 
oxygen, and ether, the cases being nursed in medical 
wards under the general care of the physician. Before 
operation rehydration is essential. Where there is 
deficiency of urinary chlorides additional saline solu- 
tion is given, and when ketones are present longer pre- 
operative treatment is necessary. Parenteral fluid was 
required in 61 per cent and intravenous therapy in 26 
per cent of cases. Infection was treated by suitable 
chemotherapy. Details of post-operative care are 
given. The breast-fed babies returned to the breast 
in 24 to 48 hours. 

The average pre-operative stay in hospital was 1.8 
days and the average total stay 14.6 days, delay in the 
hoped-for return home on the fifth day being due to 
unsatisfactory home conditions, great distance of the 
home from the hospital, or the occurrence of infection. 

The authors kept careful note of all post-operative 
complications, including even the mildest. No patient 
was readmitted for recurrence, but a few were brought 
back with sepsis or gastro-enteritis. There was clinical 
evidence of infection in 78 cases (26 per cent), 33 
babies having wound infection, 12 otitis media, 14 
relaxed stools, 9 gastro-enteritis, 7 upper respiratory 
infections, and 10 minor superficial infections. Since 
all patients were nursed in the special cubicled infant 
section of the hospital, with scrupulous attention to 
barrier nursing, the blame is attached to the nutritional 
derangement associated with the disease. Of non- 
infective complications (20), vomiting, which responded 
readily to reduction or withholding of oral feeds, 

occurred in 12 cases. There were 5 deaths: one from 
bronchiolitis and asphyxia, one from massive post- 
operative haemorrhage, one from pyaemia due to 
infection of the intravenous wound, and one in a baby 
weighing 3 Ib. 1 oz. (1.4 kg.) at 10 weeks who had 
multiple congenital defects, including agenesis of the 
right kidney; the fifth death was due to Friedrichsen- 
Waterhouse syndrome present before operation. 
Twenty cases (6 per cent) were treated medically, and 
in 4, after unsuccessful medical treatment, Ramm- 
stedt’s operation was performed. Atropine methyl 
nitrate (0.1 to 0.3 mg.) in water or as a lamella half an 
hour before meals was used throughout with twice- 
daily gastric lavage and small thickened feeds. The 
average stay in hospital of these cases was 22 days. 
No severe infective complications occurred, but those 
involved were older babies with less severe vomiting. 
A. W. Franklin 


634. The Radiological Signs of Congenital Hyper- 
trophic Pyloric Stenosis and their Regression after 
Operation. (L’evolution radiologique des signes de 
sténose du pylore opérée chez le nourrisson.) 

By C. Proux and J. A. Hummer. Sem. Hédp. Paris, 
27. 1603-1606, May 18, 1951. 7 figs. 

The authors observe that certain clinicians doubt the 
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usefulness of radiological examination in congenital 
hypertrophic pyloric stenosis and rely on the clinical 
picture; they point out that the clinical picture is often 
incomplete, and a clinical assumption can be turned 
into a certainty by radiological examination. Their 
technique is described. This involves starving the 
infant for 8 or 9 hours and spreading the examination 
over 5 hours. The radiological signs on which they 
base their diagnosis are: retention of fluid im the 
stomach, through which the barium falls like snow: 
dilatation of the lower end of the stomach; altered 
peristalsis—the stomach passes from atony to spasm, 
peristaltic waves start high up on the greater curvature 
and are deep and slow; obstruction to the flow of 
barium at the pylorus is not usually complete; there 
is almost invariably a residue between 5 and 24 hours. 
The pyloric antrum has a “ double-cup” appearance 
which, with the prominent duodenal bulb, outlines the 
tumour. The pyloric canal is elongated but not always 
narrowed. 

The authors state that the regression of radiological 
signs following operation are dependent on time; at 
first the appearances are unchanged. They believe that 
the stenosis is undoubtedly due to muscular hyper- 
trophy associated with considerable spasm. 

John H. L. Conway-Hughes 


635. Roentgenological Manifestations of Gastro- 
duodenal Ulceration in the Newborn. 

By L. L. Lemak. Amer. J. Roentgenol., 66, 191-199, 
Aug. 1951. 5 figs., 27 refs. 


636. Congenital Intrinsic Obstruction of the Stomach 
and Duodenum in the Newborn. 

By C. D. Benson and J. J. Coury. Arch. Surg., 
Chicago, 62, 856-866, June 1951. 6 figs., 12 refs. 

[This paper is concerned with congenital atresia and 
stenosis of the duodenum and stomach in new-born 
infants, not with hypertrophic pyloric stenosis.] 

Intrinsic obstruction of the stomach in the newborn 
is very rare. A case is reported in which a laparotomy 
was done on a 6-day-old child who had vomited all 
feeds since birth. A gastrotomy revealed a diaphragm, 
+ inch (3.2 mm.) thick, in the pyloric end of the 
stomach and it was excised. The child failed to thrive 
after operation owing, it was considered, to oedema 
at the pylorus following the operation. On the 27th 
day of life an anterior gastro-enterostomy was per- 
formed, with rapid clinical improvement. Two months 
after the second operation barium was passed through 
the pylorus, but the gastro-enterostomy did not appear 
to function. At the age of 14 months the child was 
developing normally. Only one other similarly suc- 
cessful case has hitherto been reported. 

Duodenal obstruction is more common than gastric 
obstruction. It may be either a complete atresia. in 
which case the baby vomits everything from birth and 
is brought early to hospital; or it may be a stenosis, 
when some of the feed will pass the obstruction and 
there will be delay in seeking medical opinion in the 
belief that the trouble is due to feeding difficulties. 
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In complete obstruction, radiography shows no gas 
in the small intestine. In stenosis there is gas in the 
small intestine and barium may be needed to make a 
diagnosis. Ten cases, 9 with complete obstruction, are 
reported. All were operated on, duod je) tomy 
being the operation except in | case in which gastro- 
enterostomy was done; 7 of the babies survived, 2 of 
the 3 who died being under 3 Ib. (1.36 kg.) in weight. 
The importance of full pre-operative preparation is 
stressed, and some details of pre-operative, operative, 
and post-operative management are given. The prog- 
nosis is more serious in premature infants, and in those 
with other congenital defects. 

[An interesting discussion follows this paper. The 
technique of duodeno-jejunostomy is not described in 
full detail.) R. S. Handley 


637. Functional Intestinal Obstruction in the New- 
born. 

By L. P. P. RickHam, and D. B. Moss- 
MAN. Arch Dis. Childh., 26, 294-299, Aug. 1951. 7 
figs., 9 refs. 

The authors describe three siblings who died of 
intestinal obstruction within 3 months of birth, and 
their maternal aunt who suffered from intermittent 
obstruction of the jejunum from 2 years of age. 

In | infant, a girl, intestinal obstruction and broncho- 
pneumonia developed 3 days after birth. Laparotomy 
revealed gross distension of the lower jejunum and 
whole ileum, moderate distension of the caecum and 
ascending colon, and normal transverse and descending 
colon. Death occurred at 5 weeks. Necropsy revealed 
a stercoral ulcer of the caecum and peritonitis, but no 
mechanical cause of the obstruction. Microscopical 
examination of the intestine showed myenteric and 
submucous ganglia in normal numbers in the small 
bowel and ileo-caecal region, and myenteric ganglia in 
smaller numbers in the caecum and absent from the 
middle third of the ascending colon to the rectum. It 
was not possible to demonstrate a similar reduction in 
number of the submucous ganglia in these areas. 

In 2 brothers of this infant intestinal obstruction 
developed at 4 weeks and 1 day and they died at 14 
weeks and 23 days respectively. Laparotomy in both 
infants, and necropsy in the first, revealed that the 
macroscopical appearance of the intestine was similar 
to that seen in their sister, but histological studies were 
not carried out. 

In a maternal aunt of these children attacks of 
vomiting due to dilatation of the duodenum and first 
part of the jejunum started when she was 21 months 
old. 


The authors suggest that the 3 youngest siblings 
suffered from the same intestinal condition, .and that 
their maternal aunt may have had a similar change in 
a segment of the jejunum. They suggest that the 
aetiology of their cases may be the same as that of 
Hirschsprung’s disease, but differs from it in that the 
changes in the myenteric ganglion cells involve a much 
greater segment of bowel. They consider the changes 
to be due to a congenital abnormality of the neuro- 
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muscular mechanism, probably a neural agenesis, and 
suggest that the condition may not be uncommon. 
Treatment is discussed briefly. John D. Hay 


638. Meconium Peritonitis. 


By G. B. Packarp and L. E, ReyNoLps, Ann. Surg., 
133, 548-554, Apr. 1951. 7 figs., 22 refs. 

Two cases of meconium peritonitis are described. 
The first was a boy, 29 hours old, admitted to 
hospital with a swoilen abdomen and a history of 
vomiting bile. The abdomen was large at the time of 
delivery, there had been no bowel movements and no 
meconium had been passed. Respirations were 
shallow, and he was kept in an oxygen tent because 
of cyanosis. X-ray films showed a large raised cavity 
in the anterior part of the abdomen, containing fluid 
and air; it did not conform with the general peritoneal 
cavity but was sharply outlined, like a large cyst. 
After suitable pre-operative treatment, the abdomen 
was opened, and revealed a large cavity containing gas 
and intestinal contents (about 200 mi.), and having a 
fistular communication with the small intestine. The 
intestines were sO matted together that no clear notion 
of the anatomy could be obtained; the child died 5 
hours after the operation. At necropsy the intestinal 
tract was traced with difficulty; the small intestine, 
followed downwards from a progressively dilated 
jejunum, became adherent to the cyst wall after about 
45 cm.; from the ileo-caecal valve upwards there was 
a volvulus of 360°, and there the intestine became in- 
corporated in the wall of the cyst, after about 35 cm. 
The cyst was adherent to the liver and anterior 
abdominal wall. Microscopically, the wall was found 
to consist of fibrous tissue, with surface calcification, 
in which nests of cornified epithelial cells were present. 
[A possible diagnosis of ompholk teric cyst does 
not seem to have been considered.] 

The second infant was delivered as a breech, after a 
difficult labour. Shortly after birth the baby vomited, 
regurgitated all his feeds, and the vomitus became 
green. The abdomen was tympanitic, and no bowel 
sounds could be heard on auscultation; X-ray examina- 
tion showed the entire abdomen outlined by gas. 
When the abdomen was opened it was found to contain 
greenish fluid and gas, and semi-solid masses of 
meconium also present. The loops of intestine were 
adherent and covered with fibrin. The original per- 
foration could not be found. Convalescence was com- 
plicated by the appearance of a faecal fistula at the 
site of the supra-pubic drainage wound. At 11 months 
the baby weighed 20 Ib. (9 kg.), and was walking. 

The pathogenesis of meconium peritonitis is dis- 
cussed. It is a result of intestinal perforation occurring 
during uterine life, or at birth or shortly after. 
Meconium peritonitis occurring during foetal life is 
usually associated with intestinal obstruction, and is 
not always fatal; after birth it is usually the result of 
intestinal obstruction, or trauma, or both. 

F. A. Langley 
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639. Pneumatosis intestinalis in the Newborn. 

By O. A. Sriennon. Amer. J. Dis. Child., 81, 651 
663, May 1951. 2 figs., bibliography. 

Two cases of pneumatosis intestinalis are reported 
from Ann Arbor, Michigan. The outstanding clinical 
features were abdominal distension and bloody, 
mucous stools. On X-ray examination of the abdomen 
radio-translucent bands outlining the involved parts 
of the intestines were shown; on microscopy in 1 case 
gas was found to be present in the wall of the colon. 
The aetiology is considered in detail, and the neoplastic 
and bacterial theories are discarded in favour of the 
mechanical theory. Any explanation of the cause of 
pneumatosis intestinalis must account for the frequent 
association of this condition with pyloric stenosis and 
ulceration, and the predilection of the gas for the 
mesenteric border of the intestine. 

It is concluded that the condition develops in an 
ulcerated area of the stomach when gas is present 
under pressure. The gas escapes between the layers of 
the gastro-hepatic and hepato-duodenal ligaments to 
reach the root of the mesentery and from there, by fol- 
lowing the blood vessels, it dissects through to the sub- 
mucosal layer of the intestine. This may result in 
occlusion of the lumen of the bowel and intestinal 
obstruction, or by pressure on the blood vessels the 
mucosa may be rendered avascular. The varied X-ray 
appearances which may be encountered are also 
described. 

{There is a report of a further 13 cases in infants by 
Mackenzie, Pediatrics, 1951, 7, 537.] R.M. Todd 


640. Blood-group Factors and Physiological Icterus. 

By |. B. Wexter and A. S. Wiener. Brit. med. J., 1, 
1228-1230. June 2, 1951. 8 refs. 

In an investigation of physiological jaundice in new- 
born infants the icterus index, erythrocyte count, and 
haemoglobin value were determined during the first 5 
days of life in 2 groups of infants: (1) those whose 
ABO and Rh factors were compatible with those of 
their mothers; and (2) those whose ABO and/or Rh 
factors were incompatible with their mothers. In the 
small series studied—10 in Group 1 and 11 in Group 2 

there was no evidence that blood groups played a 
part in physiological jaundice of the newborn. 

The authors reiterate Wiener’s theory that physio- 
logical icterus may be started by an interaction of a 
cold agglutinin from the mother through the placenta 
acting on the newborn infant's ervthrocvtes when the 
skin is cooled at birth. No experimental evidence is 
presented to support this theory J. Dunsford 


641. Erythroblastosis Foetalis in a General Hospital. 


By H. F. 
med. Sch., 28, 282-285, 1951. 


642. Some Problems of Erythroblastosis Foetalis. 
(Ober einige Fragen bei Neugeborenen-Erythroblas- 
tose.) 

By G W 
Sept 15. 1951 


Quart. Bull. Nthwest. Univ. 
1 fig. 


Orrn. Z. arztl. Forthild., 45, 453-458, 
5 figs., 28 refs 
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643. The Placental Findings associated with Ery- 
throblastosis F etalis. 

By E. B. Kino. West. J. Surg. Obstet. Gynec., 59, 
192-198, May 1951. 6 refs. 

During the past 7 years 845 (14.2 per cent) Rh- 
negative obstetrical patients have been seen at the 
University of California Hospital. Antibody titres of 
more than an isolated trace were detected in 88 (10.4 
per cent) of the 845, 39 of whom gave birth to infants 
with proven haemolytic disease (H.D.N.), and 30 to 
normal infants; the infants born to the rest had ques- 
tionable H.D.N. 

A correlation of the placental findings and foetal 
outcome was made in 74 cases of high titre of anti- 
bodies. A normal placenta was found in 29 (6 infants 
with H.D.N. and 15 normal) and one or more of the 
following abnormalities, suggestive of erythroblastosis, 
in the remaining 45 (31 infants with H.D.N. and 7 
normal): (1) increased number of nucleated erythro- 
cytes in foetal vessels; (2) oedema of the stroma; (3) 
abnormally large villi; (4) relatively decreased number 
of foetal vessels; (5) clubbing of villi; (6) persistent 
Langhans layer; (7) presence of Hofbauer cells; (8) 
increased number of syncytial knots. Twenty-four of 
these placentae had 2 or more abnormalities, of which 
20 were associated with H.D.N. (17 of these infants 
dying, out of a total mortality of 21) and only 2 with 
normal infants. The author suggests that this finding 
is of prognostic value. No correlation was found 
between the height of the mother’s antibody titre and 
the presence of placental abnormalities. 

A. Ackroyd 


644. ACTH in the Treatment of Erythroblastosis 
Fetalis in Utero. A Case Report. 

By J. E. Harkins. Permanente Fdn. med. Bull., 9, 
145-148, Oct. 1951. 3 refs. 


645. Blood Incompatibility between Mother and 
Child in Etiology of Mental Deficiency. 

By I. Zwerutnc, H. Gotp, G. A. Jervis, and V. 
Ginsserc. Amer. J. Dis. Child., 82, 7-13, July 1951. 
12 refs. 

To study the possible relation between blood incom- 
patibility and the occurrence of mental deficiency the 
authors determined the blood groups of 495 mentally 
defective children and their mothers. In this series the 
percentage of idiots and imbeciles was considerably 
greater than would be the case in a general cross- 
section of the population. The cases were divided into 
four groups: (1) cause unknown: (2) cause known— 
such as trauma, definite heredity, encephalitis, and 
endocrine disorder; (3) cause uncertain; (4) mongols. 
The antigens, A, B, C, c, D, and E were determined. 
Patients with erythroblastosis and kernicterus were not 
included. 

No statistically significant difference was found in 
the distribution compared with the estimated numbers. 
However, among incompatible D factor pairs, when 
first-born children and negroes were excluded. a higher 
number belonged to Group 1 than was expected, the 
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difference approaching statistical significance. The 
results suggested that a few cases may be due to iso- 
immunization with the D factor, even without the 
existence of haemolytic disease. The histories of 2 
such cases are outlined. 


646. Blood Glycolytic Activity in Infants. [In 
Russian.]} 

By Z. E. Basicz. Vop. Pediat., 19, 30-34, 1951. 1 
fig., 1 ref. 


Some regulative mechanisms are absent or inade- 
quate in infants and start functioning only in the later 
stages of development. 

The investigations described in this paper concerned 
the givcolytic activity of the blood of 74 healthy 
infants in 4 groups: 1 day, 5 days, 14 days, and 12 
months old respectively. In these groups the average 
glycolytic activity of the blood was 81 mg., 65 mg., 
59 mg., and 38 mg. per 100 ml. respectively. 

The changes are explained by the gradual expansion 
of lungs and the establishment of normal lung function 
during the first fortnight of extra-uterine life. 

The above facts were confirmed by previous inves- 
tigations on the content of carboanhydrase in infants’ 
blood. The enzyme appears in small quantities at the 
end of intrauterine life and increases parallel to the 
decrease in glycolytic blood activity in the early post- 
natal period. 

The resistance of infants to anoxia is explained by 
the possibility of utilizing anaerobic processes as a 


source of energy. The value of glucose in treating 
asphyxia is pointed out. Investigations carried out on 
116 infants suffering from all kinds of toxic and in- 
fectious diseases gave no indication of the significance 
of changes in the blood glycolytic activity. 

W. Szaynok 


647. Citrovorum Factor and Folic Acid in Treat- 
ment of Megaloblastic Anemia in Infancy. 

By C. W. Wooprurr, J. C. Peterson, and W. J. 
Darsy. Proc. Soc. exp. Biol., N.Y., 77, 16-18, May. 
1951. 4 figs., 7 refs. 


The authors describe 4 cases of megaloblastic 
anaemia in infants, 2 of which were successfully treated 
with citrovorum factor and 2 with folic acid. 
Citrovorum factor was given by injection in doses of 
75 wg. daily for 18 days in 1 patient and 13 days in 
the other, the maximum reticulocyte response occur- 
ring about the 6th day. The other 2 infants received 
folic acid by mouth in doses of 500 and 200 ug daily 
respectively for about 10 days, and this was followed 
by satisfactory remission. Further treatment of the 
anaemia did not prove necessary. None of these 
babies was lacking in ascorbic acid, which is of 
interest in view of the observations of May and his 
colleagues (Amer. J. Dis. Child., 1951, 82, 282) on 
the influence of ascorbic-acid lack in the produc- 
tion of experimental megaloblastic anaemia. 

Janet Vaughan 
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648. Breast-feeding and the Blood Diastase and 
Sugar Levels. (Das Stillen und das Niveau der Dias- 
tase und des Zuckers im Blute.) 

By J. A. ABoLINS. Acta obstet. ginec. scand., 31, 
39-52, 1951. Bibliography. 


649. Torsion of Spermatic Cord in the Newborn. 
By C. L. Biorn and J. H. Davis. J. Amer. med. Ass. 
145, 1236-1238, April 21, 1951. 5 refs. 


650. Outbreak of Aerobacter Infections on Infants’ 
Wards. 

By M. H. D. Smita, C. G. Loosui, and M. H. 
Ritter. Pediatrics, 7, 550-562, Apr. 1951. 1 fig., 
38 refs. 

During an investigation into the control of air- 
borne infection by means of triethylene glycol vapour 
there occurred an outbreak of infection due to an 
encapsulated Gram-negative bacillus not hitherto des- 
scribed. In the course of the investigation two infants’ — 
wards were used, one being kept as a control while © 
in the test ward triethylene glycol was vaporized. — 
Two nasopharyngeal cultures were taken from each 
infant on admission, two each week thereafter, and 
one at the time of discharge. Nose and throat 
cultures were also taken from members of the staff. 
It was planned to study the introduction and spread 
of various types of pneumococci and haemolytic 
streptococci, but soon after the investigation was 
started there began to appear in the nasopharyngeal 
cultures of patients an encapsulated Gram-negative 
rod. This organism, designated as Aerobacter — 
“Carter”, was found to be 
Aerobacter-Klebsiella group, and showed capsular 
swelling with Types 23 and 32 pneumococcus antisera. 
Triethylene glycol vapour exerted no influence on the 
incidence of infection with this organism: in the test 
ward 25 out of a total of 183 patients harboured the 
organism, whereas in the control ward 25 out of 178 © 
patients became infected. 

With regard to mode of infection, direct patient-to- 
patient transmission seemed to be entirely excluded, 
as there were separate cubicles for each patient. 
Indirect contact by hands or fomites could be con- 
sidered rare, as a careful technique was used. Healthy 
adult carriers as a source of infection seemed unlikely. 
The air and dust in the ward were, however, found to 
be heavily contaminated, and remained so for a period 
of 2 months; also at least 2 patients who harboured 
the organism in the nasopharynx had a purulent nasal 
discharge. Thus it appeared that dispersion occurred 
mainly from respiratory discharges—a view supported 
by the fact that the outbreak was self-limiting, ceasing 
abruptly with the onset of warm weather and the 
disappearance of respiratory disease. 

R. B. Lucus 


651. Tetanus Neonatorum. Report on Eight Cases 
with Two Recoveries. 

By F. C. 
Oct. 1951. 9 refs. 


J. Pediat.. 448-454. 


a member of the © 
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652. Congenital Syphilis in One of Apparently 
Identical Twins. 

By R. A. Raskin. Amer. J. Syph., 35, 334-339, 
July 1951. 4 figs., 7 refs. 


In this paper a case of congenital syphilis in one 
of apparently identical twins is presented. The twins 
were born at Beth Israel Hospital, New York. They 
were both male and were born on 4th August, 1949. It 
is not certain that the twins were identical, but evidence 
in favour of this being so is presented. 


Twin A was diagnosed as suffering from congenital 
syphilis at the age of 9 weeks. The diagnosis was 
proved by blood and radiological examinations; the 
spinal-fluid Wassermann and colloidal-gold reactions 
were positive. Twin B was negative to all the tests. 
Twin A was given 3 mega units of penicillin in oil with 
2 per cent aluminium monosterate daily for 10 days 
and the other twin was given the benefit of the doubt 
and treated similarly. Both twins have been followed 
up for 8 months since October 1949. Neither shows 
any signs of congenital syphilis, both are gaining 
weight and developing normally. All tests have been 
consistently negative in twin B. Twin A at 10 months 
has negative blood Wassermann, Kahn, and Mazzini 
reactions and the syphilitic changes are no longer 
apparent radiologically. 


A number of theories about the pathogenesis of the 
condition are put forward. H. S. Laird 


653. Changes in the Liver in Congenital Syphilis. 
(Ober die Leberverinderungen bei der Lues connata.) 


By H. Frecer. Zbl. allg. Path. path. Anat., 87, 302- 


314, June 5, 1951. 32 refs. 


The necropsy findings in 22 children with congeni- 
tal syphilis, examined at the Pathological Institute of 
Jena University, form the basis of a study of the 
morbid anatomy and histology of the liver. 


In a stillborn infant, treponemata were numerous, 
but histological changes were not observed. In 4 cases 
treponemata were numerous and changes in the liver 
were mainly those of focal inflammation, which the 
author calls interstitial hepatitis or early cirrhosis. 
Areas of necrosis and granulation tissue were not in- 
frequently seen in this group. In a group of 11 cases 
treponemata were absent, probably owing to efficient 
antisyphilitic treatment. Periportal round-cell infiltra- 
tion and occasional foci of chronic inflammation were 
the main features in this group, but sometimes the 
smaller vessels were surrounded or even infiltrated by 
chronic granulation tissue and inflammatory cells, and 
sometimes the lobules of the liver contained such 
foci. In 6 cases treponemata were not found and 
changes in the liver were absent. It is pointed out 
that these findings do not agree with the descriptions 
in the classical textbooks, and gummata were not seen. 
This series did not show the typical cirrhosis with 
biliary stasis usually described in earlier accounts. 

E. Neumark 
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654. Aureomycin and Chloramphenicol in Infantile 
Diarrhoea. 


By R. A. SHanks. Brit. med. J., 2, 272-275, Aug. 4, 
1951. 9 refs. 

Aureomycin or chloramphenicol was given to 92 
children suffering from infantile diarrhoea of non- 
specific origin in their first year of life. Controls were 
given penicillin and/or sulphonamides. Of the total, 
17 children received aureomycin orally in doses of 25 
mg. per kg. of body weight in 3 or 4 divided doses a 
day for 7 days, and 30 children were given chloram- 
phenicol in doses of 150 mg. per kg. of body weight 
a day in 4-hourly doses for 7 to 10 days. The three 
methods of treatment did not result in any significant 
difference in the mortality and the average duration 
of stay in hospital. It seems that the various anti- 
bacterial substances have only a limited value in the 
treatment of infantile diarrhoea and that their in- 
effectiveness suggests that this disease has a non- 
bacterial causation. Franz Heimann 


655. Bacterial Flora and Bacterial Counts of Infants’ 
Bottle Feeds. 

By J. Wricut. Brit. med. J., 2, 138-143, July 21, 
1951. 1 fig., 21 refs. 

An account is given of the bacterial flora found in 
300 infants’ bottle feeds sampled in London in 1946-8. 
Sample feeds were obtained from children’s hospitals, 
an infectious diseases hospital, residential nurseries, 
and an infant welfare centre. The feeds were made 
up from cows’ milk, dried milk, expressed human milk, 
and clear fluids such as saline. Only 19 per cent of the 
feeds sampled proved sterile, the remainder con- 
taining up to 880,000,000 organisms per ml. milk feeds 
were found to be infected most often with micrococci, 
aerobic spore-bearing bacilli, achromobacteria, and 
streptococci. Similar organisms, and in addition 
Bacterium coli, were also frequently found in clear 
fluids, only 50 per cent of the 36 such feeds sampled 
proving sterile. 

The following were amongst the errors in feed 
preparation which were often observed: absence of 
proper hand-washing facilities with elbow-operated 
taps; use of a general ward kitchen; cleansing of used 
bottles close to preparation of fresh feeds; faulty 
cleansing of bottles; incomplete contact of bottle 
surface with boiling water in sterilizer; handling of 
teats with fingers; drying of sterilized bottles with 
cloth; returning used bottles to milk kitchen without 
disinfection; leaving warm prepared feeds while 
awaiting distribution into individual bottles; close 
packing of still warm feeds in refrigerator; storing of 
unsterilized feeds at room temperature; exposure of 
feeds and utensils to dust; use of staff nursing sick 
children to make up feeds; and refrigerator break- 
downs. “ The most important omission, however, was 
failure to place responsibility for feed preparation in 
the hands of one person trained in the principles of 
sterilization and milk hygiene”. 

The ideal is considered to be terminal heat treat- 
ment of all feeds, but whether this method is applic- 
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able to dried-milk feeds, which are in common use in 
this country, is not known. From the work of 
American workers it is suggested that the minimum 
acceptable standard should be a bacterial count of 
fewer than 500 colonies per ml. Model milk kitchens 
should be set up as training centres and for trying 
out new devices and new techniques. 
Douglas Gairdner 


656. Some Little-known Causes of Infantile Death 
During the Last Months of Pregnancy, During 
Delivery, and in the Neonatal Period. (Uber 
wenig beachtete Todesursachen der Kinder in den 
letzen Monaten der Schwangerschaft, unter der 
Geburt und in den ersten Tagen nach der Geburt.) 

By L. Serrz. Arch. Gyndk., 179, 545-566, 1951. 
Bibliography. 


657. Coarctation of the Aorta as a Cause of Death 
in Early Infancy. 

By R. C. Bann, J. E. Enwarps, and J. W. DuSHANE. 
Pediatrics, 8, 192-203, Aug. 1951. 6 figs., 15 refs. 

This is a report of 3 cases in each of which an infant 
exhibited coarctation of the aorta at the level of a 
closed or closing ductus arteriosus. In all cases the 
collateral channels were poorly developed. It appears 
from the available evidence that death resulted from 
left ventricular congestive failure secondary to an 
obstructive hypertension. 

The development of collaterals to by-pass a coarc- 
tation of the aorta seems to depend upon the relation 
of the aortic coarctation to the aortic mouth of the 
ductus arteriosus. When the coarctation lies distal 
to the ductus, collaterals develop. When the coarc- 
tation lies proximal to the ductus, adequate collaterals 
do not develop before birth. When the coarctation 
lies opposite the aortic mouth of the ductus arteriosus, 
the development of collaterals during foetal life seems 
to depend upon the direction that the blood flowing 
in the ductus arteriosus takes. When the flow is into 
the aorta proximal to the coarctation, collaterals 
would be expected to develop; while the ductal flow 
is into the descending aorta, adequate collaterals would 
not be expected to develop in the foetus. The 3 cases 
reported fall into the latter category.—{Authors’ 
summary.] 


658. Unexpected Death in Infants and Young 
Children: Second Series. 

By K. M. Bowpen and E. L. Frencu. Med. J. 
Aust., 1, 925-933, June 30, 1951. 7 figs., 13 refs. 

This paper describes the postmortem findings in 
43 children who died suddenly, many of them being 
found dead in bed. In 29 cases history revealed 
evidence of minor ill-health for several days or weeks. 
At necropsy, bacteriological cultures were obtained 
from swabs of the nasal contents and of material from 
the base of the brain and from specimens of pericardial 
fluid, heart blood, liver, spleen, and lung. The authors 
believe that there is no rapid invasion of the tissues 
by bacteria from the alimentary canal within the first 
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few days of death, and that postmortem bacterio- 
logical studies represents a true picture of the con- 
dition during life. 

By a combination of macroscopic, microscopical, 
and bacteriological investigation an adequate cause of 
death of an infective nature was found in 14 cases. 
There was a group of 20 cases in which histological 
evidence of respiratory tract infection was found, but 
the organism was not identified. In only 2 cases was 
a meningococcal infection proved, though in 7 others 
it was suspected, in spite of negative cultures. 

In the authors’ view the seasonal incidence of these 
unexpected deaths suggests that respiratory infection 
may be an important factor. Their findings tend to 
support the contention that many cases of sudden 
death in infants which are labelled “ accidental 
suffocation in bed” can, in fact, be proved to be cases 
of natural death if an energetic investigation is carried 
out. Gilbert Forbes 


659. Eosinophilia in the Thymus—A Sign of 


eport. 
By R. W. Hittman. Brooklyn Hosp. J., 9, 158-162. 
1951. 21 refs. 


MATERNAL MORTALITY, MORBIDITY 


660. Maternal Mortality in a General Hospital for 
a Twenty-year Period. 

By J. B. Nutr. Pennsylvania med. J., 54, 942-944, 
Oct. 1951. 


661. Preventable Maternal Deaths. 
Verloskundige Sterfte.) 

By I. S. Sinpram. Tijdschr. Verlosk., $1, 128-134, 
1951. 4 figs. 


662. Postpartum Necrosis of the Anterior Lobe of 
the Pituitary Gland. Sheehan’s Disease. 

By J. E. Coox, W. B. Bean, M. FRANKLIN, and J. F. 
Empicx. Arch. intern. Med., 87, 517-532, Apr. 1951. 
2 figs., 41 refs. . 

The incidence, pathogenesis, clinical features, and 
course of postpartum necrosis of the anterior pituitary 
are reviewed, together with the mode of death, labora- 
tory findings, and treatment. The importance of 
diagnosis and prevention are stressed, and 7 cases 
illustrating various aspects of the disease are reported 
together with brief clinical details. Norval Taylor 


663. Two Cases of Simmonds’s Disease due to Post- 
partum Necrosis of the Pituitary Gland. 

By W. Hausmann, S. Katinowski, and H. S. Le 
Marquanp. Brit. med. J., 1, 924-926, Apr. 28, 1951. 
2 figs. 

The authors rightly stress the fact that many cases 
of Simmonds’s disease go undiagnosed and report 2 
such cases which remained undiagnosed for 13 and 17 
years respectively. The first was in a woman of 42 
years who had suffered a postpartum haemorrhage 
after her tenth pregnancy. Some time afterwards she 
presented a myxoedematous appearance, with absent 
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genital and axiliary hair, but no wasting. The 17- 
ketosteroid excretion was low and the intravenous 
insulin sensitivity test provoked a severe hypogly- 
caemic reaction, requiring treatment with glucose 
saline, adrenaline, and “eucortone™. Testosterone 
and thyroid were badly tolerated. Gradual improve- 
ment took place and she was discharged after implanta- 
tion of deoxycortone acetate (DCA). The second 
patient had had postpartum haemorrhage after her 
second and fifth pregnancies. She was in semicoma 
when admitted, but improved with “ eucortone ” and 
glucose. Thyroid was poorly tolerated in this case 
also. 

The authors strongly advocate the use of salt and 
cortical extract followed by DCA implants. They 
regard the insulin-sensitivity tests as dangerous, and 
recommend thyroid only in small dosage. They also 
think that adequate transfusion at the time of the 
haemorrhage might prevent Simmonds’s disease. 

Paul B. Wooley 


664. A Case of Haematomyelia and Meningeal 
Haemorrhage after Childbirth. (A propos d'un cas 
dhématomyélie et hémorragie méningée apres 
l'accouchement.) 

By F. Tuitpaur and J. S. Aripe. Paris méd., 41, 
289-294, June 2-9, 1951. 4 figs., 16 refs. 

The authors comment on the extreme rarity of onset 
of haematomyelia after childbirth and then record 
the case of a woman of 38, mother of 2 children, who, 
6 hours after a delivery in which the midwife was said 
to have flexed the patient’s neck very strongly, de- 
veloped a complete paraplegia. The following day 
examination revealed a flaccid paraplegia with urinary 
retention, loss of pain, temperature, and vibration 
sense as far as the second lumbar spine, and with 
evidence of meningeal irritation. Lumbar puncture 
revealed a grossly blood-stained fluid. She began to 
improve 8 days after the onset in that power began 
to return in the legs and superficial sensation returned, 
though bilateral extensor plantar responses developed. 
The improvement continued steadily and seems to 
have been completed by the end of 6 weeks. 

On this clinical evidence the authors make a firm 
diagnosis of haematomyelia with subarachnoid hae- 
morrhage and provide a [characteristically Gallic] 
discourse on the causation of haematomyelia in child- 
birth and abortion. Reviewing earlier speculations, 
they reject the idea of “effort” as a cause of the 
disturbance, mention without comment a “ vegetative 
vasomotor reflex disturbance”, and proceed to the 
unqualified acceptance of an embolic causation. The 
embolus may reach the cord by the arterio-pulmonary 
route or via the paravertebral venous connexions. A 
short [and rather irrelevant] account follows of a case 
of hemiplagia following abortion. 

It is suggested that this supposed embolic precipitat- 
ing cause is further aided by a supposed -lowering of 
the vascular resistance in pregnancy. The final point 
made covers the occurrence of deafness in subarach- 
noid haemorrhage. 
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[The diagnosis of haematomyelia with subarachnoid 
haemorrhage is by no means absolutely certain in this 
case. It is possible that this patient had an angio- 
matous malformation of the anterior spinal vessels 
which produced subarachnoid haemorrhage and an 
associated ischaemia of the anterior portion of the 
cord. In view of this doubt in the diagnosis, the 
lengthy speculation on the mechanism of haemato- 
mvyelia seems scarcely justified.] 

L. A. Liversedge 


OPERATIONS 


665. Early Ambulation in Obstetrical Surgery. 
Prophylaxis of Thromboembolism. (E] levantamiento 
precoz en cirugia obstetrica. Profilaxis del trombo- 
embolismo.) 

By A. L Sopa y SAncHez and D. Raimonpi. Prensa 
med. argent., 38, 1932-1936, Aug. 3, 1951. 35 refs. 


666. The Case of Revaluation of Indications for 
Cesarean Section. Based on an Analysis of 2,617 
Consecutive Cesarean Sections. 

By J. M. Harris, G. Rosensium, B. L. GInsBuRG, 
B. D. Srroti-MaAN, and M.S. Fenmore. West. J. Sure. 
Obstet. Gynec., 59, 337-356, July 1951. 16 refs. 

The authors believe that the accepted indications for 
Caesarean section are much too conservative. An 
analysis is presented of 2,617 consecutive cases of 
Caesarean section. These are divided into 2 parts. 
Part I consists of 547 Caesarean sections, performed 
between 1930 and 1937; in this series the maternal 
mortality was 2.2 per cent, and the foetal mortality 
4.75 per cent. Part 2 consists of 2,070 sections per- 
formed between 1937 and 1950; here the maternal 
mortality was 0.05 per cent. and the foetal mortality 
2.99 per cent. 

In the second series, the indications for the opera- 
tion, in order of frequency. were as follows : 


Number % 
Cephalo-pelvic disproportion 764 37.01 
Previous Caesarean section 592 28.60 
Uterine bleeding 196 9.34 
Foetal indications 112 5.36 
Cervical dystocia 106 5.12 
Toxaemia 714 3.57 
Fibromyomas 74 3.57 
Uterine inertia 60 2.89 
Miscellaneous % 4.62 


It is claimed that increased incidence of Caesarean 
section is accompanied by a decrease in maternal and 
foetal mortality. The majority of preventable maternal 
and foetal deaths in vaginal deliveries occur in diffi- 
cult and complicated cases; for this reason, difficult 
vaginal deliveries should be eliminated. Apart from 
the mortality rate, there remain the sequelae to mother 
and child of such difficult deliveries. The increase in 
incidence of Caesarean section should be regarded as 
relatively unimportant. Regulations requiring con- 
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sultation before undertaking Caesarean section are 
ill-advised, and only tend to delay performance of the 
operation. Josephine Barnes 


667. New Views on the Indications for Caesarean 
Section. (Nove nazory na indikace k cisarskemu 
rezu.) 


By J. Marsacex. Lek. Listy, 6, 685-689, Nov. 1951. 


668. Indications for Caesarean Section. (Zur Frage 
der erweiterten Indikationsstellung zur Sectio caesa- 
rea.) 

By H. Noack. Dtsch. Gesundhwes., 6, 809-813, July 
1951. 8 refs. 


669. Cesarean Sections at Sutter Maternity Hospital 
1938 to 1950. 

By H. F. Scuutrer. Wess. J. Surg. Obstet. Gynec., 
59, 330-336, July 1951. 


670. Vaginal Delivery after Previous Caesarean 
Section. 


By W. L Hayes. Med. J. Aust., 2, 82-83, July 21, 
1951. 


671. Extraperitoneal Cesarean Section. A Trans- 
lation of the Latzko Technic, 

By G. Rusts. Philippine J. Surg., 6, 126-135, May- 
June, 1951. 7 figs., 4 refs. 

672. Symphysiotomy and Caesarean Section under 
Modern Chemotherapy. (Sinfisiotomia e cesareana 
em face da moderna terapéutica anti-infecciosa.) 

By D. pe Anprapve. Rev. Gynec. Obstet., 45, 496- 
502, Aug. 1951. 16 refs. 


673. Indications for Use of Scalp Forceps. 
H. Zacuere. J. int. Coll. Surg., 16, 382-384, Sept. 
1951. 


674. Curettage or Manual Examination of the 
Uterus Post Partum. [In Russian.) 

By F. A. Makaryev. Akush Ginec., No. 3, 37-39, 
May-June 1951. 

This is a detailed discussion of 214 curettages (1.7 
per cent) carried out postpartum in 12,700 births (with 
only 30 manual examinations), during 1940-49 in the 
main obstetric-gynaecological institute, Moscow. These 
results, like those of other authors, speak against post- 
partum curettage of the uterus. Even if both methods 
were equivalent for the specialist, to the general prac- 
titioner the manual technique is recommended. 

F. A. Jacobs 


675. Bidigital Dilatation of the Cervix. (Dilatacién 
bidigital de cuello uterino.) 

By J.C. Perema. Rev. méd. Cordoba, 39, 319-330, 
July 1951. 1 fig. 

Artificial dilatation of the cervix can be achieved 
simply by the iftroduction of two fingers into the 
vagina. The author has used this procedure in 
obstetrics since 1941. The following conditions must 
exist before the method is employed: (1) the presenting 
part must be well applied to the cervix; (2) the uterine 
contractions must be strong enough; (3) the pelvis must 
be of adequate capacity to permit vaginal delivery: 


289 


and (4) the membranes must be ruptured. Digital 
dilatation of the cervix is indicated when the process 
of dilatation is arrested or when rigidity or scarring 
of the cervix exists. It is contra-indicated in cases of 
uterine hypertonicity. 

The author's method consists in the introduction of 
2 fingers into the vagina as for vaginal examination. 
The cervix is gently stretched during each uterine 
contraction. Nitrous-oxide analgesia is given. In 
multiparae dilatation is usually easy and rapid. In 
primigravidae there is often some resistance at the 
beginning, but the manceuvre becomes easier as dilata- 
tion progresses. The duration of the operation varies 
between 30 minutes and 2 hours. Digital dilatation of 
the cervix is achieved mainly by dilatation of the 
external os. When uterine contractions are infrequent, 
oxytocics may be injected. Quinine and posterior 
pituitary extract have been used to stimulate uterine 
activity. In the majority of cases there was a vertex 
presentation, but the method has been used success- 
fully in cases of breech and face presentation. 

During the 8 years this method has been in use no 
Caesarean section has been undertaken for cervical 
dystocia, With only 1 exception, where the method 
was used in spite of the presence of a contra-indication, 
every case has ended in vaginal delivery. The cervix 
has been examined after delivery on some occasions 
and its condition has been found to be similar to that 
of the cervix following normal delivery. In 1 case, in 
a primigravida, 2 small incisions were made, each 
1 cm. long, to aid digital dilatation of a scarred and 
deformed cervix. 

In the series of 49 cases reported, 43 of which were 
in primigravidae, maternal mortality was nil and only 
2 infants died. In 23 cases delivery was spontaneous, 
while in 26 cases forceps were used. In subsequent 
pregnancies 15 of these patients had normal spon- 
taneous labours and the cervix dilated in the normal 
way. 

[The question of cervical dystocia remains difficult 
and controversial. Many obstetricians prefer to 
perform Caesarean section in such cases, while others 
resort to manual dilatation or incision of the cervix. 
In the series described here no mention is made 
of maternal morbidity, but it would seem that vaginal 
intervention, continued in some cases for as long as 
2 hours, would carry some risk of the introduction of 
uterine infection.] Josephine Barnes 


GYNAECOLOGY 
GENERAL 
676. Observations on Swedish Women’s Hospitals. 
(Huomioita Ruotsin naistensairaaloista.) L 
By H. Terisvourt. Suom. Lédkdrilehti, 18, 513- 
524, Aug. 1, 1951. 


677. Balneotherapy in Gynaecology. (Die Bedeu- 
tung der Balneotherapie fur die Gynikologie.) 

By E. Navratit. Wien. med. Wschr., 101, 668-670, 
Sept. 1-8, 1951. 14 refs. 
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678. Somatic and Sexual Precocity. 
somatiche sessuali,) 

By F. Ceresa, P. N. ve Sarto, and L. Berrora. 
Folia endocrinol., Pisa, 4, 203-230, Apr. 1951. 2 figs., 
bibliography. 


679. Two Cases of Early Puberty (pubertas prae- 
cox) in Mongolian Girls. (Dwa przypadki wczesnego 
pokwitania (pubertas precox) u dziewczynek mongol- 
owatych.) 

By M. Brenter. Polsk. Tyg. lek., 6, 1065-1067, Aug. 
20, 1951. 


680. Vulval Atrophy and Leukoplakia. 

By H. J. Wattace and L W. Wuimster. Brit. J. 
Derm., 63, 241-257, July 1951. 19 figs., 9 refs. 

The variability of signs and symptoms, and the con- 
fusion in terminology, concerning vulval affections is 
discussed, as are the histological features of ecze- 
matous, lichenoid, and atrophic conditions. The causes 
of vulval atrophy and leucoplakia are obscure, and 
the authors doubt whether endocrine, vitamin, or other 
therapies influence the course of the diseases. They 
recognize four clinical groups: (1) primary atrophy 
and sclerosis of the vulva, corresponding to Darier’s 
kraurosis; (2) leucoplakia vulvae, which may arise 
independently or may be a complication of primary 
atrophy; (3) senile genital atrophy; (4) lichen sclerosis, 
which affects other parts of the body as well as the 
vulva and perineum. Leucoplakia was found in 6 
patients out of 15 suffering from primary atrophy, 
though cases have been observed up to 10 years 
without this complication. In 21 patients leucoplakia 
was seen without any other complication, and in 2 
patients was associated with leucoplakia of the tongue. 
Pruritus is the main symptom, and malignant change 
is likely to occur. John. T. Ingram 


681. Pseudo-urological Vulval Pain of Pituitary 
Origin. (Algies vulvaires pseudo-urologiques et fréna- 
tion hypophysaire.) 

By R. Lacassire. 
1951. 


682. Vaginal Cytology in Certain Mental Diseases. 
(Osservazioni sulla citologia vaginale in alcune malat- 
tie mentali.) 

By G. Sant and P. Maroncetit. Minerva ginec., 3, 
265-269, May 1951. 4 figs., 27 refs. 


683. The Use of Detergents as a Cleansing Agent 
for the Vaginal Tract. 

By C. E. Wurre. J. Oklahoma med. Ass., 44, 348- 
349, Sept. 1951. 


684. The Rational Treatment of the Cervical 
Erosion. [In Russian.] 
By L. N. STarRTseva. 
May-June 1951. 2 figs. 
All methods hitherto proposed are discussed in 
detail. The method recommended, which was success- 
ful in 99.5 per cent of 2,000 cases treated during 
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Presse méd., 59, 1157-9, Sept. 8, 


Akush. Ginec., No. 3, 39-48, 
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1936-50, 1s diathermo-surgery, including diathermo- 


coagulation, diathermopuncture, electro-excision, and 
diathermobiopsy. 


685. Acute Oedematous Swelling of the Uterine 
Cervix. (Alongamento edematoso agudo do colo 
uterino,) 

By V. ToLepo AMaARAL, D. Detascio, L. Crepipio, 
and C. Ciart. Rev. Ginec. Obstet., 45, 267-298, May 
1951. 10 figs., bibliography. 


686. The Effect of Surgical and Neurohormonal 
Trauma on Follicular Hormones and its Interpreta- 
tion. (11 comportamento del follicosterone nei traumi 
operatori e neuro-ormonali e la sua interpretazione.) 

By A. Buzzi and T. Guipini. Monit. ostet.-ginec., 
22, 131-142, May-June, 1951. 47 refs. 


687. Does Ossification of the Uterus Exist? (Esiste 
la ossificazione dell’utero?) 

By G. ALBANO. Monit. ostet.-ginec., 22, 143-160. 
May-June, 1951. 1 fig., 41 refs. 


688. Vesicovaginal Fistula, its Cause, Prevention, 
and Management. 

By M. K. O’Heeron, N. McDonatp, and V. 
BuLLock. Texas J. Med., 47, 709-715, Oct. 1951. 1 fig.. 
10 refs. 


689. Genital Prolapse in Nullipara. (1! prolasso 
genitale nelle nullipare.) 

By A. VALIANI. Clin. ostet. ginec., 53, 129-146, 
June 1951. 2 figs., 34 refs. 

The author reviews the literature on genital prolapse 
in nulliparous patients, and emphasizes the rarity of 
the condition. He presents 7 cases, representing 0.08 
per cent of 8,002 gynaecological cases. Although par- 
turition and its complications are the most important 
factors in the aetiology of genital prolapse, neverthe- 
less it can be shown that some patients of high multi- 
parity have no prolapse, while others develop various 
grades after only one confinement, and marked grades 
of prolapse may occur in nullipara, virgins, or in the 
new-born. 

Emphasis is placed upon the general constitution of 
the individual patient, and the author claims that the 
asthenic ptosic type, described by Stiller, occurs fre- 
quently. Prolapse in virgins and nullipara is associ- 
ated with the stigma of these types, namely spina bifida 
occulta, visceroptosis, intersexuality, endocrine obesity, 
retroflexion of the uterus. It was observed that those 
who develop prolapse after the first delivery also have 
similar stigmata, whereas prolapse occurring in later 
years is associated with climacteric or senile involution 
of the genital supports. Other factors in the aetiology 
are: violent injuries, particularly to the pelvis during 
the developmental years, heavy physical work, and 
persistent cough; abdominal or pelvic tumours may 
play their part im augmenting intra-abdominal 
pressure. 

The author describes the pelvic stigmata which pre- 
dispose to prolapse. These are congenital laxity of the 
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ligamentous supports of the uterus, a deep pouch of 
Douglas, deep utero-vesical space, large transverse 
pelvic dimensions, a reduced pelvic inclination, and 
retroversion of the uterus. Of his 7 cases 6 occurred 
in the senile or menopausal periods of life, and 1 in 
a young vergin who had sustained a severe injury to 
the pelvis at the age of 3, and who had a united fracture 
of the pubis, with 9 cm. of separation. The diagnosis 
of the condition in these patients must be accompanied 
by neurological examination, and by radiological 
investigation of the pelvis and lumbar spine. The 
author states that the treatment is the same as in all 
genital prolapse. Patrick Steptoe 


DISORDERS OF FUNCTION 

690. The Effectiveness of Natural and Synthetic 
Ocstrogenic Substances in Women. [In English.] 

By A. B. V. Rvpén. Acta endocrinol., Kbh., 8, 175- 
191, 1951. 6 figs., 39 refs. 


691. Intra-uterine Application of Odcstrogens in 
the Form of a Crystal Suspension. (Uber die intra- 
uterine Applikation von Ostrogenen in Kristallsus- 
pensionsform.) 

By H. Hu Lew and E. Grrscu. Zbl. Gyndk., 73, 
1219-1224, 1951. 9 refs. 


692. The Mode of Action of Androgens on the 
Female Organism and Their Therapeutic Use in 
Gynaecology. (Der Wirkungsmechanismus des andro- 


genen Hormons auf den weiblichen Organismus und 
dessen therapeutische Anwendung in der Frauenheil- 


kunde,) 
By R. WENNER. Schweiz. med. Wschr., 


1007, Oct. 13, 1951. 8 figs., 31 refs. 
693. Clinical Experience with Methyl Andros- 


81, 1001- 


By G. J. Hatt. Amer. J. Obstet. Gynec., 62, 665- 
668, Sept 1951. 8 refs. 


694. Buccal Androgen Alone and with Estrogen in 


Tension and Anxiety. 
By G. T. NEWMAN. Amer. J. Obstet. Gynec., 62, 


607-613, Sept. 1951. 9 refs. 


695. Amenorrhoea from Partial or Total Atresia of 
the Uterine Cavity following Curettage. (Amenorrea 
da atresia parziale o totale della cavita uterina susse- 
guente a raschiamento.) 


By M. Nizza and E. Roseccui. Minerva ginec., 3, 


313-317, June 1951. 5 figs., 5 refs. 

The authors describe the condition of amenorrhoea 
following curettage; they consider it to be due to 
atresia of the uterus. The condition is seen more 
frequently in the puerperal uterus (either post- 
partum or post-abortum), and may be partial or com- 
plete. The scanty literature is reviewed. 

Five cases, with accompanying 


patient subsequently developed 


291 


without cessation of ovarian function; slight or severe 
abdominal pain, often of a colicky nature, occurred at 
the usual cyclical intervals, accompanied by mastalgia, 
but menstruation was absent. The hysterosalpingo- 
grams demonstrated stenosis of the cervix, or atresia 
of the uterine body. 

The denuded state of the endometrium in the puer- 
peral uterus is offered as an explanation for the greater 
frequency of the condition in the puerperium; curet- 
tage at this time may actually involve the myometrium 
and cause permanent damage. 

Treatment of partial atresia may be effected success- 
fully by passing a uterine sound to overcome the 
stenosis which is frequently situated in the area of the 
isthmus; by dilatation of the cervix; or merely by the 
introduction of the cannula when carrying out the 
hysterogram. The authors describe two surgical pro- 
cedures, which they admit to using only as a last resort. 
In the first procedure, the area of atresia is resected; 
in the second procedure, a utero-vagjnal fistula is 
established to by-pass the affected area. 

The paper concludes with a warning against curet- 
tage with a sharp curette in the puerperium. 

Barbara J. Nathan 


696. A Case of Primary Amenorrhoea Associated 
with Asthma. 

By M. Frouticn. Brit. med. J., 1, 1488-1490, June 
30, 1951. 1 fig., 8 refs. 


697. Amenorrhoea due to Fear. 
miedo.) 

By C. Co_meiro-LaForet. Sem. méd., B. Aires, 
58, 279-283, Aug. 16, 1951. 20 refs. 


698. Amenorrhoea due to Anxiety. (Amenorrea por 
miedo.) 

By C. Co_meiro-Laroret. Rev. exp. Obstet. Ginec., 
8, 135-141, May-June 1951. 20 refs. 


699. Direct and Indirect Hormone Treatment of 
Secondary Amenorrhoea. (Direkt-indirekt hormonale 
Therapie der sekundiren Amenorrhoe.) 

By E. Grrscu. Zbl. Gyndk., 73, 1236-1241, 1951. 
2 figs., 11 refs. 


700. The Treatment of Secondary Amenorrhoea. 
(Beitrag zur Behandlung der sekundaren Amenorrhoe.) 

By W. L. HERMANN. Praxis, 40, 910-911, Nov. 1, 
1951. 3 figs., 7 refs. 


701. The Induction of Menstrual Bleeding im 
Amenorrhoeic and Normal Monkeys by Progesterone. 

By P. L. Kroun. J. Endocrinol., 7, 310-317, Oct. 
1951. 1 fig., 12 refs. 


702. Hormonal Treatment of Gynaecological Hae- 
morrhage by Means of Placental Extracts. (Ein Beitrag 
zur Hormon-Therapie gyndkologischer Bluiungen in 
Form von Plazenta-Pressaft-Einliufen.) 

By P. Pots and R. Graass. Zbl. Gyndk., 73, 1039- 
1044, 1951. 40 refs. 

Working in Potsdam, the authors have investigated 


(Amenorrea por 


performed for irregular puerperal bleeding. Each 
amenorrhoca, though 
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the effects of placental extracts on various forms of 
functional uterine bleeding. Placentas, freed from 
cord and membranes, were minced and pressed 
through a linen cloth; about 100 ml. of extract was 
obtained from each placenta and about half of this 
amount was given rectally twice a week for 4 weeks. 
In all, 139 patients were treated and in only 10 was 
there no relief. The beneficial results are thought 
to be due to the high content of chorionic gonado- 
trophin and progesterone. D.C. A. Bevis 


703. The Significance of the Vascular Supply in the 
Pathogenesis of Irregular Uterine Bleeding. [In 
English.] 

By K. Farkas and S. Fexete. Acta med. Acad. Sci. 
Hung., 2, 269-280, 1951. 8 figs., 10 refs. 


704. Functional Uterine Bleeding. 
Sth med. J., 44, 817-820, Sept. 


By W. M. ALLEN. 
1951 


705. The Incidence and Management of Uterine 
Bleeding in Non-Malignant Pelvic Lesions. 

By H. M. Stuper and F. R. Lock. Sth. med. J., 
44, 820-827, Sept. 1951. 9 refs. 


706. Acquired Haematometra: Report of Two Cases. 
By A. A. Moon. Med. J. Aust., 2, 331-334, Sept. 
8. 1951. 9 refs. 


707. Current Concepts of Primary Dysmenorrhea. 
By M. Ross. Calif. Med., 75, 332-334, Nov. 1951. 
25 refs. 


708. Primary Dysmenorrhea—Its Gynaecological, 
Physiological and Psychiatric Aspects. A Review of 
the Literature. 

By G. R. PULLMAN 
Nov. 1951. 14 refs 


709. Primary Dysmenorrhoea and its Treatment 
with Oestrogenic Hormones. (La dismenorrea essencial 
y su tratamiento por las hormonas estrogenas.) 

By R. F. Cutner. Clin. y. Lab., %, 16-23, July 1951 


710. The Treatment of Vegetative Disorders in 
Women, with Particular Reference to Premenstrual 
Disorders and Dysmenorrhoea. (Dic Behandlung 
vegetativ bedingter Bechwerden der Frau, insbeson- 
dere der primenstruellen Beschwerden und der 
Dysmenorrhoe.) 

By O. SaHLorr 
10, 1951 


711. Androgen Therapy in M and 
Menorrhagia. (L'androgenoterapia nelle metrorragic 
e nelle menorragie.) 

By A. Torri. Gazz. med. ital., 110, 254-255, Aug 


1951. 12 refs 


712. Menorrhagia—Psychosomatic Considerations. 
Report of a Case. 

By S. A. Sreiner. Med. Ann. Distr. Columbia, 20. 
483-484 and $22, Sept. 1951 


Neb. St. med. J., %, 363-367. 


Med. Klinik., 46, 866-868, Aug 
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713. The Rational Treatment of Leucorrhoea. 
(Rationelle Fluorbehandlung.) 

By H. R. Disch. med. Wschr., 76, 1399- 
1402, Nov. 9, 1951. 1 fig., 10 refs. 


714. The Treatment of Leucorrhoea with Sulphona- 
mides and the Enhancing Effect of Marbadal “C ”. 
(Fluorbehandlung mit Sulfonamiden und ihre Ver- 
besserung durch Marbadal “ C "-Vaginaltabletten.) 

By K. THorwestr and U. Kurtz. Med. Welt, 20. 
1212-1215, Sept. 29, 1951. 3 refs. 


715. The Treatment of N Leucorrhoea 
with “Dextrovagin”. (Ueber die Behandlung des 
unspezifischen Fluor vaginalis mit Dextrovagin.) 

By H. Krisrukat. Med. Klinik., 46, 885-886, Aug. 
17, 1951. 


716. Leucorrhoea and Its Treatment with 
“Viozol.” (Der Fluor Vaginalis un seine Behandlung 
mit Viozol.) 

By W. ExXRMANN. Dtsch. med. Wschr., 76, 
1344. 1 ref. 


717. Male Sex Hormones in the Treatment of Leu- 
corrhoea. (Minnliches Kemindriisenhormon gegen 
Fluor vaginalis.) 

By —. Wo rr and —. WeipeNnBACH. Med. Welt, 20. 
1356-1358, Oct. 27, 1951. 6 refs. 


718. The Undesirability of Self-treatment of Leu- 
corrhoea with Tablets. (Gegen die Selbstbehandlung 
des Fluor vaginalis mit Tabletten.) 

By R. Koses. Wien. med. Wschr., 101, 613-614, 
Aug. 11-18, 1951. 

719. Changing Emotions of the Climacteric. 

By F. S. RoGers. Med. Ann. Distr. Columbia, 20, 
475-477, Sept. 1951. 


720. Oral Manifestations During the Female Cli- 
macteric (The Postmenopausal Syndrome). 

By M. Masster. Oral Surg., 4, 1234-1243. Oct. 
1951. 1 fig., 42 refs. 

721. Treatment of the Menopause. 

By R. BrereNn. Med. Ann. Distr. Columbia, 20, 478 
482. Sept. 1951. 3 refs. 


722. Hormone Treated Cases of Menopausal Psy- 
chosis. [In English.] 

By G. INGVARSSON. Acta psychiat. scand., 26, 155- 
175, 1951. 15 refs. 

723. The Action of Progesterone as the Thermal 
Cutaneous Reaction of Menopausal Women. (Action 
de la progesterone sur la réaction thermique cutanée 
de femmes en ménopause.) 

By R. Bortu, A. Herari, and H. pe WaTTEVILLE. 
Schweiz. med. Wschr., $1, 991-992, Oct. 13, 1951. 
7 refs. 

724. Vitamin E in Disorders of the Climacteric. 
(La Vitamina “ E™ nei disturbi del climacterio.) 

G. Pescetro. Arch. “ E. Maragliano”™ Pat. Clin.. 6. 
325-340, Mar.-Apr. 1951. 6 figs., 45 refs. 
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725. Treatment of Climacteric Disturbances in 
Health Resorts. (Leczenie uzdrowiskowe zaburzén 
okresu przekwitania.) 

By M. Dukter. Polsk. Tyg. lek., 6. 952-958, Aug. 6, 
1951. 45 refs. 


726. Incidence of the Atlanta Symptoms. 

By D. O’New. Postgrad. med. J., 27, 468-469 and 
472, Sept. 1951. 

The Atlanta symptoms, or those possibly associated 
with unconscious repudiation of femininity, are 
frigidity, dyspareuna, dysmenorrhoea, irregular men- 
struation, menorrhagia, amenorrhoea, abortion or 
miscarriage, vomiting in pregnancy, difficult or pro- 
longed labour, depression or illness during the puer- 
perium, and failure of lactation. An investigation into 
the occurrence of 1 or more of these symptoms was 
made by comparing a group of 40 normal parous 
women, reporting for routine antenatal or postnatal 
examination, with 40 unselected patients attending for 
adaptive disorders, including headaches and migraine, 
gastro-intestinal disorders, skin conditions, and asthma. 
Owing to the difficulty of obtaining reliable reports, 
the symptoms of frigidity and dyspareunia were not 
included in the investigation, thus leaving 9 symptoms 
for consideration. 

Each symptom, taken separately, was distinctly less 
common in the first or control group, the greatest dif- 
ference being found in the symptoms of irregular men- 
struation, amenorrhoea, and puerperal disorders. The 


most striking point is that, whereas the average number 
of symptoms recorded in the control group was 1.6 that 
of the adaptive-disorder group was 4.6. It is pointed 
out that in no case was any one of these symptoms com- 
plained of. The records are the result of questioning. 
The data are insufficient to associate the symptoms with 
any specific attitude to menstruation or reproduction. 


E. H. Johnson 
727. Sterility. 
By W. F. MENGeRT. 
Nov. 1951. 5 refs. 


728. Some Aspects of Fertility. (Réflexions sui 
certains Aspects de la Fertilité.) 

By S. L. StecLer. Gynaecologia, Basel, 132, 193- 
218, Oct. 1951. 34 refs. 


729. The Psychic Aspects of Sterility and Abortion. 

By T. E. Manpy, E. Scuer, R. Farkas, and A. J. 
Manpy. Sth. med. J.. 44, 1054-1059, Nov. 1951. 29 
refs. 

730. The Essential Factors in the Problem of 
Sterility. (Lo indispensable para enjuiciar el problema 
del matrimonio estéril.) 

By R. Fusrer and J. A. Queratt. Rev. esp. Obstet. 
Ginec., 8, 167-180, May-June 1951. 14 refs. 


731. Clinical’ Investigation in the Diagnosis of 
Sterility. (Las exploraciones clinicas en el diagnostico 
de la esterilidad.) 

By L. Pous Putcmacia. Acta gynaec. obstet. hisp.- 
lusit., 1, 216-231 Mav-June, 1951. 13 refs. 

K 


Sth. med. J.. 44, 1050-1054, 
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732. The Value of Endometrial Biopsy in the In- 
vestigation of Sterility. (Vyznam biopsie endometria 
pro diagnostiku sterility.) 

“al M. Kos. Cas. Lék. &es., 90, 1337-1340, Nov. 


733. Nutritional Factors in Reproductive Failure. 

By B. P. Wiesner and J. Yupkin. Nature, Lond., 
167, 979-980, June 16, 1951. 1 ref. 

The authors have confirmed the well-established fact 
that reproductive capacity is impaired when rats are fed 
a purified diet [without vitamin B,, or folic acid]. 

H. M. Sinclair 


734. The Male Factor in Fertility and Infertility. 
IV. Sperm Morphology in Fertile and Infertile 
Marriage. 


By J. MacLeop and R. Z. Goin. Fertil. and Steril., 
2, 394-414, Sept.-Oct. 1951. 5 figs., 12 refs. 


735. Probiems in the Study of Spermatic Ascent and 
Fertilization in Human Sterility. (Prob!2mes relatifs a 
l'étude de l'ascension spermatique et de la fécondation 
dans la stérilité humaine.) 

By F. Moricarp. Brux.-méd., 31, 1757-1765. Aug. 
26, 1951. 4 figs., 4 refs. 

Writing from the Sterility Centre, Hépital Broca, 
Paris, the author describes a study of 242 cases of 
sterility. In functional sterility in the woman, 3 factors 
may be incriminated, namely: (a) failure of ovulation; 
(b) failure of ascent of the sperm because of abnormal! 
uterine secretion, or where physico-chemical conditions 
in the tubes make sperm penetration impossible; and 
(c) the absence of nidation, or of the maintenance of 
gestation from the beginning. In this paper, however, 
the author limits herself to a study of 3 essential points : 
(1) the importance of the appearance of the uterine 
mucosa under hormone influence; (2) the study of 
methylene blue reduction by sperm; (3) the indications 
for artificial insemination where examination of both 
couples has revealed no abnormality but sterility 
persists. 

(1) In 154 (63.3 per cent) of the women examined, 
the uterine mucosa appeared normal in glycogen con- 
tent, the presence of spiral arterioles indicating the 
normal reaction to progesterone. In 29 of these cases 
no other reason for the sterility was found, but 19 
pregnancies were obtained by general non-endocrine 
treatment. In 44 cases (18 per cent), there was incom- 
plete pre-menstrual response in the uterine mucosa. 
Where this was the only cause, as occurred in 13 cases, 
8 pregnancies were obtained after treatment with 
serum gonadotrophin. It was impossible to say whether 
the sterility was due to an abnormal progesterone 


‘function, or whether it was to the occurrence of ovula- 


tion. In 28 cases (11.5 per cent), the mucosa was in the 
oestrogen phase. These women were usually over 30 
years of age, and no pregnancies were obtained in 
women over 40 years; 5 pregnancies in 6 cases were 
obtained by the use of intravenous serum gonado- 
trophin. In 16 cases (6.5 per cent), there was uterine 
atrophy: 8 of these cases were regarded as a failure 
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of receptivity, and after treatment with oestrogen the 
uterine cavity developed and 6 of the patients became 
pregnant. 

(2) The properties of 276 specimens of semen were 
studied by the method of reduction of methylene blue. 
The method is described. It was found that in every 
case where pregnancy had occurred, the reduction took 
place in less than 40 minutes. Nevertheless, the author 
notes that specimens of semen containing a normal 
number of spermatozoa were tested, in which the re- 
duction-time of methylene blue was more than 40 
minutes, and that in many cases of oligospermia, and 
even of azoospermia, the duration of reduction may be 
less than 40 minutes. Consequently the number of 
spermatozoa is not an essential factor determining the 
reduction time. Reduction of methylene blue is there- 
fore connected with chemical substances contained in 
the prostatic and seminal-vesicular secretions. 

(3) In 198 couples there were 51 cases in which the 
cervical mucus, examined post-coitally, contained 
large numbers of motile spermatozoa. In these cases 
the semen appeared normal. Artificial insemination 
was practised with the husband’s semen in 19 cases, 
that is in less than 10 per cent of the 198 couples, all 
the other cases having abnormalities contra-indicating 
artificial insemination; 9 pregnancies were obtained 
by injecting 1 ml. of semen, mixed in some cases with 
10 mg. of hyaluronidase. She regards artificial 
insemination as useful only for exceptional cases. 

B. Sandler 


736. The Male Factor in Fertility and Infertility. 
Ill. An Analysis of Motile Activity in the Sperma- 
tozoa of 1,000 Fertile Men and 1,000 Men in Infertile 
Marriage. 

By J. MacLeop and R. Z. Gorn. Fertil. and Steril., 
2, 187-204, May-June 1951. 6 figs., 8 refs. 


This paper from the Departments of Anatomy and 
Obstetrics and Gynaecology, Cornell University 
Medical College, New York, confirms the strong 
relationship between sperm motility and fertility. 
Motility is determined by the Hotchkiss method, with 
one modification, of estimating the percentage of active 
cells, and assessing the quality of motility as 1, 2 3, 
or 4, the maximum 4 being a rapid and undeviating 
progression of the spermatozoon across the high power 
fields, and | an extremely sluggish specimen. 

The results refer to 732 men in the fertile group, and 
869 in the “infertile” group, all observations being 
made at 5} hours or less after ejaculation. A good 
“ percentage active ™ figure is 75 with 50 per cent and 
60 per cent as an average. The critical level between 
fertile and infertile is 40 per cent active, above which 
the chances of being fertile rise with increased per- 
Below a motility of 2, the chances of con- 
ception diminish. Above 2, the chances rise, but not 
significantly, until the quality of 3+ is reached. If 
the “infertile” group is divided into “ conception” 
and “no conception” sub-groups significant differ- 
ences occur at less than 40 per cent active and at 


centage 
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quality less than 2, but not above 60 per cent active, 
and motility better than 3+. The percentage of active 
cells increases consistently with increasing quality, 
and at all levels the fertile group is higher than the 
infertile group. In the infertile group there is no 
relationship between motility and volume of ejaculate, 
but in the fertile group poor activity is associated with 
low volume. Above counts of 40,000,000 sperms 
per ml. there is no appreciable variation in “ per- 
centage active cells”, although the percentage in the 
fertile group at each level is superior to that of the 
infertile group. The quality of motility improves with 
increasing number of spermatozoa per ml. up to a 
level of 80,000,000 to 100,000,000 per ml. 

In the discussion, it is shown that neither sperm 
count nor motility, alone, can be taken as an index of 
fertility. In the fertile group it was found that a low 
count was compensated for by high motility, which was 
always better than in the infertile group. 

D. W. Higson 


737. Semen Studies and Fertility. 

By E. T. Tyter. J. Amer. med. Ass., 146, 307-314, 
May 16, 1951. 6 figs., 19 refs. 

A sane and conservative evaluation is given of the 
male factor in 408 infertile marriages studied in Los 
Angeles [the author's conclusions, while contributing 
nothing fresh, add confirmation to much of the work 
that has recently been done in this field]. 

The standards used in the interpretation of seminal 
values are those adopted by the American Society for 


the Study of Sterility; a sperm count of 60,000,000 per 
ml., motility of 60 per cent, and normal morpho- 
logical forms in 75 per cent are considered the minimum 
levels below which a specimen should be classified as 


infertile. [Most workers in Britain would consider 
these standards to be far too high and too rigid.] The 
author's findings confirm the fact that with a high 
sperm count the morphology and motility are in most 
instances found to be normal, and a constant relation- 
ship is demonstrated between the size of the sperm 
population and the eventual chances of conception. 
Little information concerning the aetiology of male 
sub-fertility was obtained, beyond the observation that 
in many cases bilaterally small testes seemed to be 
associated with a poor-quality semen. The therapeutic 
effects of a variety of gonadotrophic and other 
endocrine preparations were tried and results were 
disappointing, although suggesting that there is 
possibly greater hope of success when some degree of 
selection of cases can be exercised rather than the 
empirical prescription of these drugs to all patients 
without discrimination. 

[Though the author gives few details of his methods 
(for instance, he fails throughout to mention his 
definition of an infertile couple), these investigations 
have been thorough; comprehensive seminal study was 
made, on the average, more than six times on each 
patient. The paper is characterized by a healthy 
scepticism and common sense which should appeal to 
the reader.] T. E. C. Barns 
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By L. Apter and A. Maxris. Fertil. and Steril., 2, 
459-460, Sept.-Oct. 1951. 


739. Artificial Insemination. The Attitude of 
Patients in Norway. 

By J. Lovser. Fertil. and Steril., 2, 415-429, Sept.- 
Oct. 1951. 


740. The Clinical Effectiveness of the Rhythm 
Method of Contraception. 

By C. Tietze, S. R. Powiakorr, and J. Rock. Fertil. 
and Steril., 2, 444-450, Sept.-Oct. 1951. 2 refs. 


ANOMALIES OF THE REPRODUCTIVE 

ORGANS 

741. Advisability of Surgical Reversal of Sex in 
Female Pseudoh phroditism. 

By F. Hinman. J. Amer. med. Ass., 146, 423-429, 
June 2, 1951. 5 figs., 11 refs. 

This paper makes a plea for the more careful con- 
sideration of treatment in cases of female pseudo- 
hermaphroditism due to adrenal hyperplasia. 


It is generally accepted that children with intersexual 
genitalia can be made superficially acceptable as boys 
or girls by surgical means, and that a decision one way 
or the sther should be made within the first 2 or 3 
years of life, in order that appropriate environment and 
education may be provided. This decision is usually 
made as a result of laparotomy and the finding of 
ovary or testis. If the problem is first met in adoles- 
cence or later, and the child has hitherto been regarded 
as a boy or girl, then factors other than gonadal must 
be weighed before a decision is made upon the patient's 
future sexual status. 

In cases of female pseudohermaphroditism due to 
androgenic adrenal over-activity (congenital adreno- 
genital syndrome), the diagnosis is made after the age 
of 2 years from a combination of advanced bone age, 
enlarging phallus, hirsutism, and high 17-ketosteroid 
excretion. There is likely to be a progressive mascul- 
inization extending over many years. These patients 
at puberty make more natural boys than girls, in spite 
of the possession of ovaries, vagina, and uterus, and 
are often much happier in this role, though sterile 
from a masculine point of view. Amputation of the 
clitoris should therefore be postponed until puberty, 
when it may be found to be contra-indicated. In such 
a case, a plastic operation for hypospadias will com- 
plete the masculinization of the external genitalia. 


Five cases of congenital androgenital syndrome, all 
remarkably similar, are described--2 patients brought 
up as boys and 3 as girls. The former seem more 
satisfactory in every way. The problem is examined 
from the surgical, endocrinological, psychological, 
moral, and legal aspects. [A valuable and interesting 
paper.] J. Marshall Pullan 
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742. Syndrome of Ovarian Agenesis (Congenitally 
Aplastic Ovaries). Short Stature, Multiple Congenital 
Abnormalities and High Urinary Gonadotrophins in 
A Two Year, Eight Month Old Female. 

By H. K. Sirver. Pediatrics, 8, 368-379, Sept. 1951. 
7 figs., 25 refs. 


INFECTIONS OF THE REPRODUCTIVE 
ORGANS 


743. Treatment of Inflammatory Processes of the 
Internal Genital Organs by the Method of Intra- 
cutaneous Stimulation. [In Russian.) 

By Y. V. KuKxotev. Akush. Ginek., No. 3, 3-5, 
May-June 1951. 

Additional stimulation of the receptivity of the skin 
was chosen as a method of affecting the pathological 
process in inflammation of the internal genital organs. 
By means of intracutaneous application of 10 per cent 
CaCl, solution, a necrotic area was created. The treat- 
ment of 170 acute, subacute, and chronic cases of 
inflammation of the uterus, its appendages, and of the 
pelvic peritoneum and other tissues, proved successful. 
This therapy can replace protein or diathermic treat- 
ment in acute cases, and is suitable as an adjunct to 
these treatments in chronic cases. F. A. Jacobs 


744. Vaginitis. 
By B. B. Weinstein and D. WelnsTeIN. Missis- 
sippi Dr, 29, 117-122, Nov. 1951. 


745. A New Method of Treatment of Trichomonas 
vaginalis Vaginitis. 

By L. V. McVay, L. Evans, and D. H. Sprunt. Surg. 
Gynec. Obstet., 93, 177-184, Aug. 1951. 5 figs., 27 
refs. 


In order to estimate the value of the treatment of — 
Trichomonas vaginalis by the local application of 
aureomycin, a series of 63 non-pregnant and 32 preg- 
nant patients were studied at the University of 
Tennessee College of Medicine and the John Gaston 
Hospital. All the patients in the series received the 
full course of treatment and were observed for at least 
3 months after treatment. Diagnosis was established 
in each case by direct microscopical examination of 
vaginal secretion. 

Treatment was by insufflation of a powder contain- 
ing 500 mg. of aureomycin hydrochloride in 2 g. of 
powdered talc. Pregnant patients received insufflations 
on the Ist, 2nd, 3rd, 4th, 6th, and 8th days, and there- 
after a 250-mg. capsule of aureomycin was inserted 
deep in the vagina every night for 2 weeks. Non- 
pregnant patients received insufflations on the Ist, 2nd, 
4th and 6th days, followed by the insertion of the 
capsule of aureomycin on alternate nigh’s for 2 weeks. 

A vulvar pad was worn by each patient between 
treatments, and sexual intercourse and douching were 
avoided if possible. During the use of the capsules 
douching was limited to twice weekly, a solution con- 
taining 60 ml. of acetic acid in 2 litres of water being 
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used. It was not possible to examine all contacts, 
but 2 husbands whose wives had had recurrences were 
found to harbour the organism. These were both 
treated successfully with oral aureomycin. 

Patients were asked to report 2 weeks after treat- 
ment and monthly thereafter. The arbitrary definition 
of cure was freedom from symptoms and parasites for 
at least 3 months, during which period at least 4 
negative examinations were necessary. All patients 
who were found to have trichomonads were re-treated 
at once. In the non-pregnant group only 3 patients 
failed to meet the criteria laid down, whereas 6 patients 
in the pregnant group remained uncured. However, in 
this group, in spite of recurrences, the relief of symp- 
toms was marked. 

No significant toxic reactions to aureomycin were 
found. Mild discomfort was noted in 16 out of 95 
patients after treatment but this could not always be 
attributed to the therapy. Great care was taken in 
vaginal insufflation during pregnancy to avoid air 
embolism. Margaret C. S. Binnie 


746. Aureomycin 
Vaginitis. 

By J. J. Scuwartz. J. Amer. med. Ass., 147, 655. 
Oct. 13, 1951. 1 ref. 


Therapy for Escherichia Coli 


747. Clinical Significance of the Paraurethral Ducts 
and Glands. 

By J. W. Hureman. Arch. Surge., Chicago, 62, 615 
626, May 1951. 11 figs., 17 refs. 

The para-urethral glands described by de Graff in 
1672 are vestigal homologues of the prostate, and the 
importance of their ducts in genital infections was 
emphasized by Skene in 1880. The ducts, numbering 
from 6 to 31, ramify laterally and posteriorly in the 
distal half of the urethra and are arranged in four main 
groups. They terminate in branched tubular glands 
lined by mucus-secreting columnar epithelium. Indura- 
tion beneath the outer third of the urethra is diagnostic 
of a previous gonococcal infection and purulent 
material may be expressed by digital pressure. A gush 
of pus from the meatus following pressure on the 
anterior vaginal wall suggests a urethral diverticulum. 
Ihe para-urethral ducts may act as a nidus for chronic 
urethritis and harbour Trichomonas vaginalis, par- 
ticularly in resistant cases. Suburethral abscesses may 
occur from retention cysts of the para-urethral ducts 
and leave a chronic sinus or urethro-vaginal fistula. 
Cysts of the para-urethral ducts, lined by cuboidal 
epithelium, are common, and rarely they may cause 
dyspareunia. They occur in the midline, whereas 
Girtner (mesonephric) or Millerian (para-mesone- 
phric) cysts lie lateral to the urethra. Congenital 
diverticula of the urethra may occur, and the acquired 
type arises from retention cysts of the para-urethral 
ducts following obstetrical injury. Inflammation of the 
para-urethral glands is nota factor in the formation of 
caruncles. Adenomata of the urethra are seen which 
may become malignant, and urethral adenocarcinoma 
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originates in the para-urethral glands. It appears as a 
dark red polypoid mass arising from the urethral floor 
or as an annular growth surrounding the urethra; its 
similarity to prostatic carcinoma is stressed by White- 
house, Graves, and Guiss. Derek Freeth 


748. Absorption of Penicillin Through the Human 
Vagina. Hl. 500,000 Units of Penicillin at one 
Administration. 

By M. ScuupMak and H. C. HEssevtine. Amer. J. 
Obstet. Gynec., 62, 669-671, Sept. 1951. 1 fig., 5 refs. 


749. The Absorption of Chloramphenicol Adminis- 
tered per vaginam. I. Concentration in the Blood and 
Excretion in the Urine. (Assorbimento del cloro- 
amfenicolo somminstrato per via vaginale. I. Livelli 
ematici ed eliminazione urinaria.) 

By G. Ertuison and M. Camurri. Monit. ostet.- 
ginec., 22, 173-181, May-June, 1951. 4 figs., 9 refs. 


750. The Absorption of Chloramphenicol Adminis- 
tered per vaginam. II. Concentration in the Internal 
Genital Organs. (Concentrazione negli organi genitali 
interni.) 

By G. Ertutson and M. Camurri. Monit. ostet.- 
ginec., 22, 182-187, May-June 1951. 2 figs., 4 refs. 


751. Observations on the Action of Chiorampheni- 
col per vaginam in the Treatment of Adnexal and Pelvic 
Inflammation and in Certain Gynaecological Opera- 
tions. (Osservazioni sull'impiego del cloroamfeni- 
colo per via vaginale nella terapia delle inflammazioni 
annessiali e pelviche e in alcuni interventi ginecologici.) 

By G. Ertuison. Monit. ostet.-ginec., 22, 188-200. 
May-June 1951. 7 refs. 


752. A Study on Genital Tuberculosis in Women. 
By H. JepperG. Acta obstet. gynec. scand., 31. 
Suppl. I, 7-176, 1950. 32 figs., bibliography. 


753. The Radiological Picture of Tuberculosis of 
the Uterus and Tubes. (Roentgenologicky obraz tuber- 
kulosy delohy a vejcovocu.) 

By J. MarSAcex. Cas. Lék. fes., 90, 
Aug. 1951. 11 figs., 7 refs. 


1045-1049, 


754. The Cytology of Vaginal Smear in Cases of 
Genital Tuberculosis. (Particularités cytologiques des 
frottis vaginaux dans quelques cas de tuberculose 
génitale.) 

By P. Punpet. Brux.-méd., 31, 1720-1725, Aug. 19, 
1951. 3 figs., 4 refs. 

[he writer examined 3,000 vaginal smears taken 
from 1,150 women attending the gynaecological clinic 
of the Hépital Brugmann, Brussels. In the series there 
were 7 cases of genital tuberculosis, and a search was 
made for specific signs of the lesion. In 3 cases the 
vaginal smear showed very large multinucleated cells, 
and in 2 of these endometrial biopsy revealed typical 
tuberculous changes. The 3rd case was a young girl 


| 

|_| 

4 

| 


REVIEW OF CURRENT LITERATURE 


presenting post-operative abdominal fistula following 
right tuberculous adnexitis, confirmed by section. In 
the remaining 4 cases these large cells were absent from 
the vaginal smears and of these 3 were cases of tuber- 
culous salpingitis with blocked tubes and negative 
endometrial biopsies. In the 7th case subtotal hysterec- 
tomy was performed and examination of multiple 
sections failed to show tuberculous changes. 


The vaginal smears of the first 3 cases contained 
isolated large cells, measuring 40 to 80, strongly 
stained green or dark blue by Shorr’s method combined 
with Harris's haematoxylin method. The cellular bor- 
ders were distinct, and the cytoplasm was homogeneous 
and contained from 5 to 30 oval nuclei with easily 
demonstrable nucleoli. These cells were easily identi- 
fied and strongly resembled Langhans cells (giant cells). 
One of the cases presenting the giant cells in the smear 
had a subtotal hysterectomy, and many giant cells were 
demonstrable in the endometrium. The second case 
received a course of streptomycin, and smears sub- 
sequently taken showed that the giant cells had dis- 
appeared. The presence of Koch’s bacilli in the giant 
cells of the vaginal smears was not demonstrated. Very 
similar large multinucleated histiocytes are frequently 
encountered in chronic genital infections or cancer of 
the uterus, but the very indistinct cellular borders and 
foamy cytoplasm should enable an easy differentiation 
to be made. The finding of such giant cells as des- 
cribed should always suggest further investigation by 
endometrial or cervical biopsy for the presence of 
genital tuberculosis. G. J. Adrent 


755. The Role of Latent Genital Tuberculosis in the 
Pathogenesis of Female Sterility. With Special Refer- 
ence to its Detection by Cultures of Uterine Secretions. 

By Fertil. and Steril., 2, 267-273, 
May-June 1951. 8 refs. 

In a series of 1,550 cases of sterility attending the 
Maternity Hospital, Hadera, Israel, the incidence of 
latent genital tuberculosis in 560 cases of primary 
sterility was 12.5 per cent. Only one case occurred in 
990 cases of secondary sterility. 

The value of endometrial biopsy in the diagnosis is 
discussed. The disadvantages are the possible initiation 
of peritonitis, the unreliability of negative results, and 
the fact that tuberculosis may occur in the tubes only, 
and therefore will be missed. Of the 70 cases diagnosed 
in primary sterility 61 were by biopsy, and 9 by culture 
of the menstrual or intermenstrual discharges for 
Mycobacterium tuberculosis, after the biopsies in the 
latter group had proved negative. 

The method by culture can be repeated as often as 
necessary; in one case diagnosis was made only on the 
ninth repetition. The routine which has been used for 
the last 4 years in the diagnosis of tuberculosis is to 
make a culture daily during the menstrual period, 
taking care to express and collect mucus and endo- 
metrial shreds from the cervix. Positive cultures were 
obtained. in 28 out of 530, from menstrual discharges, 
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and in 6 out of 130 from intermenstrual discharges. In 
a further 12 cases cultures confirmed the positive 
biopsies. In 9 other cases cultures were positive and 
biopsies negative. This latter result stresses the value 
of the culture as a means of diagnosis. 

Hysterosalpingography is only indirectly helpful in 
diagnosing tubal tuberculosis, and almost never con- 
tributes to the detection of endometrial tuberculosis. 
Of 64 cases of partial or complete tubal occlusion with 
primary sterility, 26 (40.5 per cent) showed genital 
tuberculosis, 24 by biopsy, and 2 by culture where the 
biopsy was negative. In 24 cases of occlusion with 
secondary sterility no evidence of tuberculosis was 
found. 

The prognosis in 46 cases of genital tuberculosis, 
under observation for more than 8 years, is given. 

D. W. Higson 


756. The Treatment of Female Genital Tuberculosis 
by Operation and with Streptomycin. (Lecini zenske 
genitalni tuberkulosy operaci a streptomycinem.) 

By A. Bernarp and R. Cas. Lék. fes., 90, 
1325-1330, Nov. 1951. 17 refs. 


757. Tuberculous Salpingitis. (Tuberkulos salp- 
ingit.) 

By G. Gercoren. Nord. Med., 46, 1522-1527, Oct. 
10, 1951. 29 refs. 


758. The Treatment of Pyosalpinx and Tubo- 
ovarian Abscess with Sulphonamides and Antibiotics 
by Puncture and Instillation. (Zur Punktions- und Instil- 
lationsbehandlung mit Sulfonamiden und Antibiotics 
bei Pyosalpingen und Tuboovarialabszessen.) 

By E. Navratic. Med. Klinik., 46, 974-976, Sept. 
14, 1951. 1 fig., 13 refs. 


759. Use of Jacobson’s Solution for the Treatment 
of Chronic Refractory Salpingitis (Non-Tuberculous.) 

By J. W. Ross and C. M. Gut. J. nat. med. Ass., 
43, 379-381, Nov. 1951. 3 refs. 


760. One Hundred and Fourteen Cases of Cornual 
Resection in Chronic Gonorrheal Salpingitis. 
By N. R. Davipson. West. J. Surg., Obstet. Gynec., 


59, 319-323, July 1951. 3 figs., 19 refs. 

It is emphasized that exacerbation of symptoms of 
gonorrhoea! salpingitis is due to reinfection, and that 
in the absence of reinfection the condition becomes 
self sterilizing. Operation is indicated only for chronic 
cases, and should be limited to the minimum pro- 
cedure which will cure the patient; for this, it is only 
necessary to divide the continuity between tube and 
uterus, This treatment has been carried out on 114 
patients at the Flint-Goodridge Hospital, New Orleans. 
No patient had less than 3 attacks of salpingitis before 
operation. Good results were obtained; no patient 
required re-operation, none experienced dyspareunia 
afterwards, and no wound infections were recorded. 
The author also states that oedematous, palpable tubes 
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become normal in size within 4 weeks after the opera- 
tion, that morbidity and mortality rates are reduced, 
and that no scar endometriosis has been observed. A 
brief description is given of the technique employed. 
[The larger part of this paper is taken up by argu- 
ments purporting to show why this operation is better 
and safer than more radical procedures. Some of these 
reasons are theoretical, and some of the comparisons 
made are not between strictly comparable data. There 
is one unfortunate misprint, which reverses the sense 
in a vital sentence. Few clinical data are given about 
the cases treated, the results are set out only in one 
small inadequate table, and conclusions are stated 
which have not been previously mentioned in the text. 
All this is unfortunate, as the results are excellent, and 
the paper would have had much more value if more 
clinical information had been supplied.] 
C. J. Dewhurst 


NEW GROWTHS OF THE REPRODUCTIVE 
ORGANS 


761. The Mortality in Australia from Cancers 
Peculiar to the Female. 


By H. O. Lancaster. Med. J. Aust., 2, 1-6, July 7, 
1951. 3 figs., 6 refs. 


Most of the information used in this statistical review 
has been taken from the records of female deaths 
attributed to carcinoma of the breast, uterus, ovaries, 
vagina and vulva in Australia during the years 1908-45, 
as published in the annual bulletin of the Bureau of 
Census and Statistics, Canberra. Although cancer of 
the uterus in recent years has been officially subdivided 
into cancer of the body and cancer of the cervix, this 
subdivision has been disregarded, as, in the opinion of 
the author, it is unlikely to be reliable. It is pointed 
out that a small error may have been introduced in 
early years, since it is probable that some deaths 
attributed to “ cancer of the abdomen” were due to 
cancer of the ovaries, and that others attributed to 
“cancer of the pelvis” were due to cancer of the 
ovaries or uterus; in each case, however, the numbers 
involved are said to be relatively small. 

A short introductory review of mortality in females 
from cancer of all sites in Australia during the period 
1932-4 stresses the importance of the cancers peculiar 
to women. The author states that “if a group of 
females was followed throughout their life, it would 
be expected that of all the various sites of cancer the 
stomach would claim the greatest number of victims, 
being followed closely by the breast, the intestines (ex- 
cluding the rectum), and the uterus”. Moreover, the 
incidence of cancer of the breast and of the genital 
organs tends to be greater among younger women than 
does that of cancer in other sites. Thus, over the whole 
period 1908-45 female deaths due to cancer of the 
breast and to cancer of the genital organs together 
accounted for about 50 to 60 per cent of all female 
deaths from cancer in the age-group 25-54 years, and 
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this proportion decreased with increasing age to about 
25 per cent at age 75 years and over. 

The main discussion is based on two tables showing 
mortality rates for cancer of the breast and cancer of 
the uterus separately among women in the age-groups 
0 to 24, 25 to 34, 35 to 44, 45 to 54, 55 to 64, 65 to 74, 
and 75 years and over, for the calendar periods 1908- 
10, 1911-20, 1921-30, 1931-40, and 1941-5. 

Mortality attributed to cancer of the breast among 
women aged 25 to 34 years remained fairly constant 
over the 37 years reviewed. At the age 35 years and 
over, however, mortality increased. It is concluded 
that these trends represent a real increase in mortality 
due to cancer of the breast, because (a) diagnosis of 
patients who subsequently died is not likely to have 
caused undue difficulty, and (b) mortality due to “ pre- 
sumed cancer of the breast ” also increased in the same 
period among women of the same ages. (It is suggested 
that in the past some deaths due to cancer of the 
breast may have been recorded under such vague 
designations as cancer of the neck, axilla, chest, heart, 
or neck glands, thereby resulting in an understatement 
of the early mortality rates of true breast cancer. The 
author combines deaths attributed to cancer of these 
sites with those attributed to breast cancer in order to 
obtain mortality rates for “ presumed cancer of the 
breast 

Mortality attributed to cancer of the uterus declined 
between 1908 and 1945 at all ages under 65 years; it 
remained stationary in the age group 65 to 74 years 
and increased slightly at age 75 years and over. The 
decline in the rates at ages under 65 was relatively 
greater at the young ages. 

Mortality attributed to cancer of the ovaries, vagina, 
and vulva is tabulated for the same age-groups for two 
calendar periods, 1908-30 and 1931-45. Deaths from 
cancer of these sites were considerably less numerous 
than those from cancer of the uterus, but a striking 
feature of the table is the consistent increase in mor- 
tality attributed to cancer of the ovaries between the 
two calendar periods. This increase became relatively 
greater as age advanced. 

Finally, the author tabulates the number of deaths 
from cancer of the breast, uterus, other female genital 
organs, and all other sites combined, for each age- 
group of women in three separate conjugal groups in 
the years 1931-40. The conjugal groups were: (a) 
“never married”; (b) “ married and had children”; 
and (c) “ married and did not have children”. This 
information was not available for all the recorded 
deaths, and those which could not be so classified are 
omitted from the analysis. [The proportion of 
omissions to the total is not stated, but the number is 
said to be small.] In order to make a comparison 
between the three conjugal groups the author has cal- 
culated for each site the number of deaths to be 
expected in each age and conjugal group on the 
hypothesis that the proportion of deaths in each age 
and conjugal group is the same as the corresponding 
proportion for all forms of cancer combined. The 
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differences between observation and expectation sug- 
gest that cancer of the breast was relatively more 
common among unmarried than among married 
women; whereas the reverse was true of cancer of the 
uterus. E. A. Cheeseman 


762. Intravaginal X-ray Therapy of Malignant 
Gynaecological Tumours. 

R. K. Kepp. Brit. J. Radiol., 24, 454-460, Aug. 
1951. 7 figs., 11 refs. 


763. Smatil-field Irradiation in Gynaecology. 
gyndkologische Kleinraumbestrahlung.) 

By R. K. Kepp. Z. Geburtsh. Gyndk., 135, 121-149, 
1951. 17 figs., bibliography. 


(Die 


764. Carcinoma of the Breast and the Genital Tract. 
(Carcinoma de ia glandula mamaria y del aparat 
genital.) 

By O. BLANCHARD and J. M. GentiLe. Rev. Assoc. 
med. argent., 65, 324-327, Aug. 15, 1951. 8 figs., 19 
refs. 


765. “ Cliradon” as an Analgesic in Carcinoma of 
the Female Genital Tract. (Die Schmerzbekimpfung 
beim weiblichen Genitalkarzinom mit “ Cliradon.”) 

By O. A. Rotu. Dtsch. med. Wschr., 76, 1310-1311. 
8 refs. 


766. The Detection of Pelvic Cancer. 

By H. W. Jones. J. Amer. med. Ass., 146, 1197 
1201, July 28, 1951. 10 refs. 

As a result of an analysis of 8,955 examinations of 
women in detection centres in Maryland sponsored by 
the Maryland Division of the American Cancer Society, 
27.3 per cent of the examinees were found to have at 
least one pelvic abnormality. From consideration of 
the findings it is concluded that cancer of the cervix 
is detectable in asymptomatic women by routine 
examination provided biopsy and/or smear study of 
all abnormal cervices is a part of the examination. 
Carcinoma of the fundus and of the ovary are seldom 
detectable in asymptomatic patients. A. Brown 


767. Carcinoma of the Vulva. 
By E. A. Pearson. Ann. west. Med. Surg., 5, 785- 
786, Sept. 1951. 2 figs., 8 refs. 


768. Carcinoma of the Vulva: A Review of the 
Recent Literature and Report of a Case. 

By S. W. HamsBurcer. Alex. Blain Hosp. Bull., 10, 
64-73, Aug. 1951. 29 refs. 


769. Vaginal Fibromata. (I fibromi della vagina.) 
By R. PoGototti. Minerva chir., Torino, 6, 613-615, 
Oct. 15, 1951. 2 figs., 9 refs. 


770. The Histology of the Endometrium in Fibro- 
myoma of the Uterus. (Contributo allo studio dell’ 
aspetto istologico dell’endometrio nei fibromiomi 
dell‘utero.) 

By A. PROVENZAL. 
1951. 14 figs., 41 refs. 


Riv. ital. Ginec., 34, 381-401, 
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771. Lipoma of the Uterus. (Sul lipoma dell’utero.) 
By V. Pata. Arch. Ostet. Ginec., 55, 585-613, 
Nov.-Dec. 1950. 4 figs., bibliography. 


772. The Potassium Content of Myometrium and 


Kaliumgehalt von Myo- 
metrium und Myomen unter besonderer Beriicksich- 
tigung der histologischen Verhaltnisse.) 

By W. Donen, K. Ho.istein, and H. Ropeck. Z. 
ges. inn. Med., 117, 617-625, Sept. 1951. 29 refs. 


773. Uterine Myomata: a Statistical Analysis of 
1,000 cases at Homer G. Phillips Hospital. 

By E. B. Smrru. J. nat. med. Ass., 43, 315-322, 
Sept. 1951. 28 refs. 


774. The Problem of Haemo-lymphangioma of the 
Uterus. (Zur Frage der Himo-Lymphangiome des 
Uterus.) 

By W. Arch. Geschwulstforsch., 3, 224— 
233, 1951. 1 fig., 37 refs. 


775. Polypoidal Sarcoma of the Uterus. (Sarcoma 
polyposum uteri.) 

By K. Vesery. Ceskoslov. Gynaek., 16, 283-286, 
Nov. 1951. 3 figs., 7 refs. 


776. Chorionepithelioma. corrionepitelioma.) 
By F. Vozza. Gazz. sanit., Milano, 22, 254-258, 
June-July 1951. 


777. Chorionepithelioma and Its Treatment. (Sur 
le chorio-epitheliome et son traitement.) 

By M. Perrauct, J. ViGNaLou, B. Ktotz, H. 
Soiignac, and H. P. CaTHALa. Presse méd., 59, 1348- 
1351, Oct. 17, 1951. 34 refs. 


778. Chorionepithelioma of the Kidney. 
un caso di corion-epitelioma del rene.) 

By L. Mtora and A. MANneLit. Arch. ital. Urol., 
25. 15-35, 1951. 10 figs., 27 refs. 


(Su 


779. A Case of Brain Metastasis from Chorionepi- 
thelioma with Negative Reaction to the Aschheim- 
Zondek Test. (Uber einen Fall von Chorionepithe- 
liom-metase im Hirn mit negativer Schwangerschafts- 
reaktion nach Aschheim-Zondek.) 

By B. Kuss. Zbl. Neurochir., 11, 165-171, 1951. 
8 refs. 


780. Carcinoma of the Corpus Uteri in Young 
Women. 

By M. B. Docxerty, S. B. Lovetapy, and G. T. 
Foust. Amer. J. Obstet. Gynec., 61, 966-981, May 
1951. 5 figs., 25 refs. 

In this paper the authors discuss 36 cases of cancer 
of the corpus uteri occurring in the Mayo Clinic in 
women under 40—an incidence of 2.1 per cent of all 
the cases of cancer of the body of the uterus treated 
during the 40 years from 1905 to the end of 1944. 
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Fifteen of the women were less than 35 years old and 
4 of these were under 30. 

The histories revealed a high incidence of menstrual 
difficulties. Thus 19 had suffered from menometror- 
rhagia for periods varying from 1 month to 20 years, 
and in 7 it had lasted for over 5 years; 10 had suffered 
primarily from menorrhagia and 4 from metrorrhagia 
for a comparable period of time. Polymenorrhoea was 
noted in 2, and § had had dysmenorrhoea. Of the 
group with excess bleeding there were 10 in whom 
amenorrhoea of long or short duration had been a 
noteworthy symptom Five of these exhibited 
additional symptoms of the Stein-Leventhal syndrome. 
rhirteen of the patients had undergone curettage on 
one or more earlier occasions in unsuccessful attempts 
to control their excessive bleeding, and in 2 radium had 
subsequently been inserted in the uterine cavity for the 
same purpose 

Thirteen of 32 patients of whom there were records 
were obese and 3 of these were hirsute. Ten out of 
26 patients, where blood pressure was recorded, were 
hypertensive. Seven of the 10 were also obese, 2 had 
clinical diabetes and | was hirsute. 

Twenty-six of the endometrial growths were adeno- 
carcinomata and 10 were adenocanthomata. The 
ovaries were enlarged and cystic in 50 per cent of the 
cases, and in 6 the cortex was thick and fibrous and 
presented the appearances characteristic of the Stein- 
Leventhal syndrome. The authors consider that the 


possibility of carcinoma of the corpus uteri arising 


in patients exhibiting the syndrome has not been 
sufficiently emphasized, and that hyperoestrogenism is 
important in its actiology. F. J. Browne 


781. The Sex Hormones in Cases of Carcinoma of 
the Uterus. (Contributo allo studio della situazione 
ormonale sessuale delle portratrici di carcinoma dell'- 
utero.) 

G. P. Barassi and C. Ricca. 
269-277, May 1951. Bibliography. 


Minerva ginec., 3. 


782. Carcinoma of the Uterus in European and 
Algerian Women. (Les cancers de l'uterus chez les 
indigenes et les Européennes en Algérie.) 

By J. Messerscumirr. Bull. aleer. Carcinol., 4, 
121-130, 1951 


783. Treatment of Carcinoma Uteri with Radio- 
active Cobalt (Co/60). (Behandlung livmoder- 
krafta med radioktiv kobolt (Co60).) 

By C. E. Jouanson and G. OsTLino. 
rilenti, 18, 525-531, Aug. 1, 1951 


Suom. Lédka- 
2 figs 


784. intra-uterine Radium Therapy of Carcinoma 
of the Corpus Uteri at Gottingen University Gynae- 
cological Clinic. (Die intrauterine Radiumbestrahlung 
des Gebarmutterkorperkarzinom an der Universitats- 
Frauenklinik Gottingen.) 

By H. Czecn. Strahlentherapie, 84, 524-539, 1951 
1S figs. 15 refs 
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785. Results of Treatment of Carcinoma of the 
Uterus during 1943 and 1944. [At Tubingen University 
Gynaecological Clinic.} (Behandlungsergebnisse beim 
Uteruskarzinom vom 1. Januar 1943 bis 31. Dezember 
1944.) 

By H. ReicHeNMILLer and H. Drescuer. Strahlen- 
therapie, 84, 272-283, 1951. 5 refs. 


786. The Diagnosis of Unsuspected Cancer of the 
Cervix. 

By R. B. NELSON and A. W. HILBerG. J. nat. Cancer 
Inst., 11, 1081-1089, June 1951. 11 refs. 

With a view to determining the incidence of car- 
cinoma of the cervix, the author examined a total of 
3,224 female patients in a “ Cancer Detection Clinic ” 
established in conjunction with a venereal diseases 
clinic in Hot Springs, Arkansas; 93 per cent of these 
patients were negroes of low economic status, and 91 
per cent of them had syphilis. 

Amongst these patients, 67 cases of primary car- 
cinoma of the cervix were discovered. The tumours 
were graded according to the League of Nations 
standard clinical grading, except that Stage I, tumours 
of the cervix, was divided into sub-groups A, B, and C, 
in relation to the depth of invasion; 32 were considered 
as carcinoma in situ (intra-epithelial carcinoma, Stage 
I A), not exceeding the basement membrane of the 
surface or glandular epithelium. There were 14 cases 
in Stages IB and IC, and 21 cases belonging to 
Stages II, III, and TV. 

No patient below the age of 35 years was seen. The 
average ages for the different groups were: Stage I A, 
40.6 years; Stages 1B and IC, 43.7 years; Stages II, 
III, and IV, 47.7 years. Thus there would be 3 years 
during which a growth remains in the pre-invasive 
stage, and 5 to 7 years in the asymptomatic stage. 

The parity, menstrual history, incidence of associated 
conditions, and of pelvic disease are given, but no 
symptomatology attributable to early malignant disease 
could be elicited. The total incidence of cervical polyps 
was 3.9 per cent, but among the cancer patients it was 
9 per cent. No evidence of malignancy was seen in the 
polyps themselves. 

Clinically, only a very small percentage of the pre- 
invasive growths were recognized. Cytologic smears, 
using an Ayre spatula, and punch biopsy without 
anaesthesia, using a Gaylor biopsy instrument, were 
carried out on any cervix presenting minimal surface 
changes. Biopsy alone permitted recognition of only 
71.9 per cent of the early growths; for this reason the 
importance of making cytologic smears in addition is 
stressed. In growths in Stages II, III, and IV, cervical 
smears gave a certain number of false negative results. 
The reasons for this are discussed. 

Ferdinand Hillman 


787. Microscopy by Direct Lighting in the Early 
Diagnosis of Cancer of the Cervix. (Microscopie a 
l'éclairage direct pour le diagnostic précose du cancer 
du col.) 

By V. GrONBERGER. Acta gynaec. obstet. hisp.-lusit., 
1, 208-215. May-June 1951. 4 figs., 3 refs. 


q 
j 
f 
|| 
4 j 
4 

4 
q 
| 

t 

| 

; 


REVIEW OF CURRENT LITERATURE 


788. The Cytological Detection of Early Cancer of 
the Cervix. (Cytologicka depistéz ranych stadii 
rakoviny déloZniho hrdla.) 

By J. Heroip, L. Mrrev, and V. Snaip. Cas. Lék. 
ées., 90, 1029-1034, Aug. 1951. 8 figs., 15 refs. 


789. The Diagnosis of Carcinoma of the Cervix 
without Colposcopy. (Diagnose des Gebdrmutterhals- 
krebses ohne Kolposkopie.) 

By Lorx. Z. drzil. Fortbild., 45, 481-483, 
Sept. 15, 1951. 


790. Cancer of the Cervix—The General Prac- 
titioner’s 

By L. B. Greentree. Ohio St. med. J., 11, 1029- 
1031, Nov. 1951. 9 refs. 


791. The Classification of Cases of Carcinoma of 
the Cervix as the Basis for Comparison of Treatment 
Methods. (Die Gruppencinteilung des Gebarmutter- 
halskarzinoms als Grundlage fur den Vergleich der 
Behandlungsmethoden.) 

By H. Martius. Strahlentherapie, 84, 138-146, 1951. 
24 refs. 


792. Histological Type and Radiosensitivity 
Carcinoma of the Cervix. (Histologischer Typ Pon 
Bestrahlungsheilbarkeit des Carcinoma colli uteri.) 

By E. Strahlentherapie, 84, 321-330, 
1951. 1 fig., 15 refs. 


793. The Possibilities of Achieving Better Results in 
the Treatment of the Cancer of the Cervix of the 
Uterus. (ModZliwésci osiagnieca lepszych wynikéw 
leczenia raka szyjki macicy.) 

By M. Sewer. Polsk. Tyg. lek., 6, 1143-1150, Sept. 
3, 1951. Bibliography. 


794. Urinary Histidine as Affected by Massive Doses 
of Progesterone in Patients with Carcinoma of the 
Cervix. 

By J. P. Youno, R. Hertz, and J. K. Cromer. 
Amer. J. Obstet. Gynec., 62, 654-657, Sept. 1951. 17 
refs. 


795. Supracervical Hysterectomy and Carcinoma of 
the Cervix. 

By C. H. Henpricks. J. Amer. med. Ass., 146, 100- 
105, May 12, 1951. 13 refs. 

During the 10 years 1939-49, 241 cases of car- 
cinoma of the cervix were observed in the Ohio State 
University Hospital. Of these, 28 (11.6 per cent) arose 
in the cervical stump in cases where subtotal hysterec- 
tomy had previpusly been carried out. 

In 22 cases the onset of clinically evident carcinoma 
followed hysterectomy after a long interval (average 
17.9 years). Treatment was sought by these patients 
soon after the onset of symptoms, and it is suggested 
that in these patients there is an increased conscious- 
ness of the significance of vaginal bleeding since they 
know that the source of menstruation has been 
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removed. The progress of the cases was at first not 
notably different from that of any group of cases of 
cervical carcinoma, but later there was a tendency to 
increased invasion of the biadder floor and vaginal 
wall. The 5-year survival rate in 8 cases treated more 
than 5 years previously was 37.5 per cent. It is pointed 
out that all these cases were preventable since total 
removal of the uterus is surgically feasible in prac- 
tically all patients, and also that pre-invasive carci- 
noma has a direct and possibly important relationship 
to this problem. It is suggested that pre-invasive 
carcinoma may have been present without symptoms at 
the time of the subtotal hysterectomy in some of these 
cases. 

In the remaining 6 cases of this series, the interval 
between the subtotal hysterectomy and the appearance 
in the patient of clinically recognizable carcinoma of 
the cervix was so small that it was believed that the 
carcinoma was present and was producing symptoms at 
the time cf operation. In 5 out of 6 cases it appears 
that supracervical hysterectomy was carried out with 
the object of removing a symptom, vaginal bleeding, 
gratuitously assumed to be of uterine origin, which in 
fact was due to cervical carcinoma. There was failure 
even to carry out speculum examination of the cervix, 
and in the only case in which cervical biopsy was 
carried out, supracervical hysterectomy was performed 
on the day before the pathologist's report was returned. 
Of these 6 patients 3 had died and the others appeared 
to be rapidly approaching death at the time of publi- 
cation. 

The prevention of such cases as those considered in 
the first group is, of course, by the substitution of — 
total for subtotal hysterectomy. The place of the 
occasional and inadequately trained operator in this 
connexion is stressed. For the second group of cases ~ 
such simple routine procedures as speculum examina- 
tion and biopsy of the cervix, as well as diagnostic 
curettage, should make it impossible to miss the cervical 
lesion, and might lead to an alteration in the decision 
to carry out a subtotal hysterectomy or even to 
operate at all. A. Chalmers 


796. Panhysterectomy in the Treatment of Car- 
cinoma of the Uterine Cervix. Evaluation of Results. 

By R. T. F. Scumiptr. J. Amer. med. Ass., 146, 
1310-1312, Aug. 4, 1951, 5 refs. 

Is panhysterectomy, alone, adequate treatment for 
early carcinoma of the cervix? The author has investi- 
gated this question in 2 series of 13 and 23 cases, for 
which 3-year and S-year cure rates, respectively, were 
available; 15 cases were diagnosed clinicaliy as car- 
cinoma before cperation, and in 3 cases carcinoma was 
suspected pre-operatively, but not confirmed. In 18 
cases carcinoma was diagnosed by pathological section 
after operative removal of the uterus. The 5-year cure 
rate (23 cases) was 65.2 per cent; the 3-year cure rate 
(13 cases) was 53.8 per cent. The radium cure rate 
(5-year) in 44 non-hysterectomy cases was 63.6 per 
cent. Thus, panhysterectomy gave no better results 
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than radium. The author states that absence of a gross 
lesion, clinically, is no guarantee that there is no micro- 
scopic invasion of surrounding tissues. Biopsy has 
proved unreliable. He concludes that simple pan- 
hysterectomy without gland resection is not adequate 
treatment for early carcinoma, but may be of value 
in cases of intradermal carcinoma, provided this has 
been accurately diagnosed. D. M. Sheppard 


797. Wertheim’s Operation in the Treatment of 
Carcinoma of the Cervix. (La operatién de Wertheim 
en el tratamiento del carcinoma del cuello del titero.) 

By A. J. Bencoiea and S. D. Provenzan. Obstet. 
Ginec. lat.-amer., 9, 255-270, July 1951. 12 figs. 


798. Endometroid Heterotopy and Cystic Ovarian 
Tumours. (Die Rolle der endometroiden Heterotopie 
in der Genese cystischer Ovarialgeswilste.) 

By V. Dusrauszky. Arch. Gyndk., 179, 603-614, 
1951. 7 figs., 12 refs. 


799. The Pathogenesis and Treatment of Micro- 
cystic Disease of the Ovary. (Pathogénie et théra- 
peutique de la maladie microkystique de l'ovaraire.) 

By M. Carpta. Acta gynaec. obstet. hisp-lusit., 1, 
169-187, May-June 1951. 43 refs. 


800. The Ultrasonic Treatment of Microcystic 
Diseases of the Ovary. (La thérapeutique par les ultra- 
sons dans la maladie micro-kystique de l’ovaire.) 

By A. Aroso and E. Ferreira. Acta gynaec. obstet. 
hisp.-lusit., 1, 188-193, May-June 1951. 


801. Small-cystic Degeneration of Ovaries as an 
Incidental Finding in Gynaecological Laparotomies. 
{In English.) 

By P. Vara and K. NiIeMINEVa. 
scand., 31, 94-107, 1951. 20 refs. 


802. Carcinoma of the Ovary. 

By H. D. Kerr and H. B. ELyins. Amer. J. Roent- 
genol., 66, 184-190, Aug. 1951. 2 figs., 10 refs. 

This is a report on all cases of carcinoma of the 
ovary treated by the authors at the Department of 
Radiology, College of Medicine, State University of 
lowa, in the vears 1930-44; 165 cases with pathological 
proof of malignant tumours were available. They are 
divided into five groups: (1) tumours and secondary 
deposits, if present, were removed, 46 cases; (2) 
malignant cells spilled in cavity, 28 cases; (3) visible 
metastases remained, 35 cases; (4) recurrent tumours, 
12 cases; (5) inoperable tumours, 44 cases. 

Pathologically, the tumours could be divided into 
four classes: papillary cystadenocarcinoma, 79 cases; 
solid carcinoma, 62 cases; pseudomucinous cystadeno- 
carcinoma, 14 cases; and teratoma with malignant 
changes, dysgerminoma, granulosa cell tumours, 10 
cases. All except the inoperable cases were treated by 
a combination of surgery and irradiation; pelvic fields 
only were used, except in a few cases with wide dis- 
semination, for which upper abdominal fields were 
added. An attempt was made to deliver a mid-pelvic 
dose of at least 4,000 r in a period of not more than 
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5 weeks. The 5-year survival rate was 31.5 per cent. 
and the types with the best prognosis were pseudo- 
mucinous cystadenocarcinoma and papillary cystadeno- 
carcinoma. M. C. Tod 


803. Carcinoma of the Ovary: Clinical and Patho- 
logical Evaluation. 

By F. C. R. H. and J. V 
Meics. New Engl. J. Med., 245, 447-449, Sept. 20. 
1951. 4 refs. 


804. Bilateral Ovarian Carcinoma Arising in Endo- 
metrial Cysts. Report of a Case. 

By W. C. Bacuer and A. J. HerrzoGc. Amer. J. 
clin. Path., 21, 965-968, Oct. 1951. 3 figs., 9 refs. 


805. Ovarian Carcinoma Subsequent to Hysterec- 
tomy. 

By D. Tuorp. West. J. Surg. Obstet. Gynec., 59. 
440-447, Sept. 1951. 


806. Symptomatic Haemolytic Anaemia Associated 
with Ovarian Teratoma in a Child. 

By E. C. Attmone and D. H. Cottins. J. clin. 
Path., 4, 412-420, Nov. 1951. § figs., 11 refs. 


807. Hirsuitism in Ovarian Hyperthecosis. 
English.] 

By W. P. PLate. Acta endocrinol., Kbh., 8, 17-32. 
1951. 6 figs., 23 refs. 


808. Meigs’s Syndrome. (Meigs syndrom.) 
By A. Terp. Ugeskr. Lag., 113, 1275-1278, Sept. 
20, 1951. 13 refs. 


809. Granulosa Cell Tumours. (Contributo allo 
studio di tumori a cellule della granulosa.) 

By B. TaGuiapieTra. Riv. ital. Ginec., 34, 347-367. 
1951. 6 figs., bibliography. 

810. Granulosa-cell Tumour. (Granulosazelltumor.) 

By P. Gioor. Gynaecologia, Basel, 132, 219-241, 
Oct. 1951. 3 figs., bibliography. 


811. Primary Adenocarcinoma of the Ovary and 
Adenocarcinoma of the Tube Diagnosed by Papani- 
colaou’s Method. (Mittels des Zelltestes mach 
Papanicolaou festgestelltes primires Adenokarzinom 
des Ovars und Adenokarzinom der Tube.) 

By E. Navrati.. Krebsarzt, 6, 66-72. Apr. 1951. 
3 figs., 7 refs. 


812. Mitosis in Normal Endometrium and Genital 
Cancer. 

By S. TImoNneN. Acta obstet. gynec. scand., 3A, 
Suppl. 2, 7-88, 1950. 51 figs., bibliography. 


813. Endometrium Biopsy in European and 
Women. (La biopsie de I"endometre chez les femmes 
curopéennes et les femmes indigénes d’ Algerie.) 

By P. Larrarcue and J. Messerscumitr. Bull. 
alger. Carcinol., 4, 101-112, 1951. 12 refs 


814. Endometrial Hyperplasia in Elderly Women 
with Hepatic Cirrhosis. 
By F. L. APPEeRLy. 

Nov. 1951. 
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815. Studies of Treatment Problems of Adeno- 
carcinoma of the Endometrium. 

By J. L. McKervey. J. Okla. med. Ass., 44, 428- 
432, Nov. 1951. 1 fig., 2 refs. 


816. Endometrial Carcinoma Associated with 
feminizing Ovarian Tumors. 

By J. M. INGRAM and E. Novak. Amer. J. Obstet. 
Gynec., 61, 774-798, Apr. 1951. 8 figs., 31 refs. 

Schroeder in 1922 was the first to report a case of 
feminizing Ovarian tumour with endometrial adeno- 
carcinoma. In the present paper the authors have 
reviewed the literature for 1920-49 inclusive; they add 
4 new cases of their own, making 54 in all. Of the 
ovarian tumours in cases from the literature, 28 were 
thecomata and 22 granulosa-cell tumours. The greater 
frequency of the former is striking, as the granulosa- 
cell tumours are, in general, more frequent than the 
thecomata. In the first 500 cases of ovarian tumour 
reported only 6 thecomata were encountered as com- 
pared with 67 granulosa-cell carcinomata. This would 
suggest that the granulosa-cell tumours possess a larger 
degree of carcinogenic capacity, presumably the result 
of a lower oestrogen production; it would be in accord 
with the views of certain recent investigators who hold 
that theca cells and not granulosa cells are the source 
of oestrogen and that the oestrogenic effects of 
granulosa-cell tumours are due to the fact that they 
contain varying admixtures of thecal elements. In the 
series studied endometrial carcinoma did not seem to 
appear at an earlier age. As a matter of fact, almost 
all the patients with both types of tumour were post- 
menopausal. The presenting symptom was post- 
menopausal bleeding in 85 per cent of the cases and 
the bleeding was of much longer duration than is seen 
with endometrial carcinoma alone, 70 per cent of those 
in whom the duration of the bleeding had been recorded 
having bled intermittently for 2 to 10 years, probably 
from a hyperplasia of the uterus, before the develop- 
ment of cancer. 

Sixty-six consecutive cases of feminizing tumour of 
the ovary encountered in the laboratory of the Johns 
Hopkins Hospital were reviewed. Four instances of 
combined feminizing tumour of the ovary and adeno- 
carcinoma of the endometrium were found among 
them; all 4 occurred in post-menopausal women, 
representing 12 per cent of the post-menopausal group. 
The collection of a total of 54 combined cases shows 
that this combination is not rare. Dockerty found 
that 27 per cent of post-menopausal women with 
feminizing tumours also had endometrial carcinoma, 
and he estimates its incidence to be 100 times greater in 
the presence of feminizing tumours. Hertig estimates 
that 18 to 20 per cent of granulosa-cell tumours are 
accompanied by uterine cancer. The fact that uterine 
carcinoma does not in these cases appear at an earlier 
age seems to bear out Loeb’s theory that the tissues 
must remain under the influence of oestrogens for a 
prolonged period before oestrogens can exert a car- 
cinogenic effect. This theory would explain why so few 
endometrial cancers have been attributed to oestrogen 
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therapy, which is very rarely given over a period of 
time long enough for the drug to become carcinogenic. 
[The majority of endometrial carcinomata occur after 
the menopause and would seem at first sight to have 
no relation of hyperoestrogenism, yet there is evidence 
of hyperoestrogenism during and after the menopause 
in many patients with endometrial carcinoma. Late 
menopause and absence of menopausal symptoms are 
often found in patients with endometrial cancer, and 
endometrial hyperplasia was found accompanying 
endometrial carcinoma in 25 per cent of the patients 
studied by Novak and Yui. Hyperoestrogenism appears 
to be the added factor which often initiates carcino- 
genesis in women already predisposed to cancer. The 
cases of combined tumour represent the most extreme 
example of this process and therefore offer one of the 
best opportunities for its study. Investigation of them 
by hormone assays and specific stains should yield 
valuable information on the aetiology of endometrial 
carcinoma. ]} F. J. Browne 


817. Abdominal Emergencies from Spontaneous 
Rupture of Endometrial Cysts. 

By T. Dean. Lancet, 1, 1380-1383, June 30, 1951. 
6 figs., 5 refs. 

Six cases of abdominal emergencies due to rupture 
of endometrial cysts occurred in Leicester Royal 
Infirmary in the past 2 years—3 of them in the space 
of 3 months. Only 9 similar cases are reported in the 
literature. The 6 cases are described, in all of which 
there was the classical history; acquired dysmenor- 
rhoea, relative or absolute sterility, dyspareunia, and 
disorders of menstruation. In all cases, the cysts 
ruptured during a normal menstrual period, giving rise 
to acute general peritonitis. The author's cases thus 
differed, in their relation to the menstrual cycle, from 
those previously described. 

The diagnosis in 4 cases was confirmed microscopic- 
ally. In the other 2 the clinical diagnosis was without 


doubt. All the patients made a satisfactory recovery — 


after operation, and were mostly relieved of their 
symptoms, though one developed menopausal symp- 
toms and, in another, there was evidence of recto- 
vaginal endometriosis. 

The author points out that this condition is hardly 
mentioned in the textbooks, and suggests that the 
diagnosis of a ruptured endometrial cyst should be 
borne in mind when acute abdominal symptoms 
develop in cases where the history and pelvic findings 
suggest the possibility of pelvic endometriosis. 

Donald Beaton 


818. Endometriosis. A Study of 150 Private Cases. 
By R. E. Fartas. West. J. Surg. Obstet Gynec., 59%, 
448-459, Sept. 1951. 


819. An Extraordinary Case of Endometriosis. (Un 
caso extraordinario de endometriosis.) 

By R. Amor. Gac. med. Mex., 81, 20-29. Mar. 
1951. 
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820. Intestinal Obstruction due to Endometriosis. 
(Obstruccion intestinal por endometriosis.) 


By F. Yazite. Prensa med. argent., 38, 1635-1636, 
June 29, 1951 


821. A Case of Endometrioma of the Round 
Ligament. (Su di un caso di endometrioma del lega- 
mento rotondo.) 

By C. C. FRANCOLINI 
July 1951 


822. Morphology of Epithelial Nodules and Cysts 
of the Adnexal Region. (Morphologische Studien 
Uber die Epithelknétchen und Cysten der Adnexge- 
gend.) 

By V. DuprauszKky 
1951. 10 figs., 24 refs. 


23. Primary Carcinoma of the Fallopian Tube. 
(Il carcinoma primitivo della salpinge.) 

By M. Cereser. Minerva ginec., 3, 399-410. Aug. 
1951. 9 figs., 39 refs. 

The author emphasizes the rarity of this disease, but 
suggests that the frequency would possibly be noted 
to increase if the diagnosis was considered more often. 
In a review of the world literature, the author finds 
the frequency varying from 1 in 10,000 to 1 in 1,000 
gynaecological cases seen. The fifth decade of life has 
the highest incidence, but it has been reported in 
patients as young as 18, and up to 80 years of age. 
There is a high relative incidence of associated sterility. 

The pathology of the disease is described in detail 
with emphasis on the early phases, when it is beginning 
in the endosalpinx, with subsequent enlargement of the 
tube, before local and more distant metastases confuse 
the picture. In the early stages, a hard retort-shaped 
tumour of the tube of one side is described. There 
are 2 main histological types, the papillary and the 
pseudo-alveolar, but there is often marked polymor- 
phism. Spread is by continuity, by direct implantation, 
by the lymphatics, and by the blood stream. Metastases 
are most frequent to the ovary, regional lymph nodes, 
stomach, intestines, lung, vagina, kidney, and liver. 

There is no pathognomic symptomatology, and 
therefore the diagnosis is more frequently made at 
exploratory laparotomy, or on pathological examina- 
tion. Vaginal bleeding, or a watery bloodstained dis- 
charge, and pain are the most typical symptoms. 
Colicky pain coincident with vaginal discharge is most 
suspicious. Menometrorrhagia, fevers, loss of weight, 
and sacral pain are late symptoms. Diagnosis is mis- 
takenly made of hydro-, pyo-, or haemato-salpinx; but 
the presence of a firm unilateral retort-shaped adnexal 
tumour in a menopausal patient with bloodstained dis- 
charge merits consideration of the diagnosis. The per- 
sistence of uterine bleeding after a negative diagnostic 
curettage is suspicious. Additional help may be given 
by the examination of vaginal or cervical smears, and 
possibly by hysterosalpingography The prognosis is 
poor, and 5-year survivals are very rare. Treatment is 
total hysterectomy and bilateral salpingo-éophorec- 
tomy. followed by radium or X-ray therapy. Block 


Ann. ital. Chir., 28, 418-427, 
4 figs., 34 refs. 
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advocates leaving the uterus to facilitate radium 
application. 

The author describes 3 cases, all in patients in the 
6th decade, which were seen in the space of 1 year. 
The pre-operative diagnoses were: (1) fibromyoma 
with tuberculosis of the tube; (2) carcinoma of the 
uterus with parametrial spread; (3) appendicitis and 
right salpingitis. The true diagnosis was made in each 
case by the pathologist. The survival times were 6, 3. 
and 18 months, respectively. The prognosis might be 
improved if the possibility of the condition were more 
frequently borne in mind. Patrick Steptoe 


824. Primary Carcinoma of the Fallopian Tube. 
Report of Two Cases. 

By G. L. CaLk and C. M. PHILLIPS. Amer. Surg., 
17, 697-702, Aug. 1951. 3 figs., 7 refs. 


OPERATIONS 

825. Minor Gynecologic Surgery. 

By F. M. INGersovt and J. V. Meics. Surg. Clin. 
N. Amer., 31, 1391-1406, Oct. 1951. 3 figs., 13 refs. 


826. The Surgical Treatment of Pelvic Pain. (Trata- 
miento quirurgico de los dolores pelvianos.) 

By J. P. GREENHILL. Acta ginec., Madr., 2, 353-358, 
1951. 


827. The Conservative Treatment of Thrombosis and 
Embolism in Gynaecology and Obstetrics compared 
with Therapy. (Die konservative 
Behandlung der Thrombose und Embolie in der 
Gynikologie und Geburtshilfe verglichen mit der 
antikoagulicrenden Therapie.) 

By W. R. Merz, M. Errericn, and C. Scaccni. 
Schweiz. med. Wschr., 81, 565-567, June 16, 1951. 8 
figs., 1 ref. 

The results obtained with heparin therapy in the 
treatment of thrombosis and embolism at the University 
of Basel Frauenklinik are compared with the results 
from a previous period, in which conservative treat- 
ment, with bed-rest, sedatives, and blood transfusion, 
was given. 

The dosage of heparin varied with the severity ox the 
condition, and was between 46,000 and 55,000 i.u. per 
day (4 equal doses), continued for between 6 and 12 
days. In all cases receiving heparin the duration of 
the symptoms and signs was shortened and the total 
stay in hospital reduced by about 30 days. This reduc- 
tion in time more than compensated, in cost per patient, 
for the expense of the heparin. 

During the earlier period of conservative treatment 
there were 11 fatal cases of pulmonary embolus, while 
during the time that heparin was used no cases died. 
No severe reactions were noted, using heparin in the 
doses mentioned. 

[The incidence of thrombosis appears to be very high 
in this hospital compared with experience in Britain, 
but the results obtained with heparin are very striking. 
No mention is made of the use of dicoumarol, and 
there does not appear to have been any laboratory 
control of cases.] D.C. A. Bevis 
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828. Local Anesthesia in Gynecologic Surgery. 
By H. E. Depman. Northw. Med., Seattle, 50, 770- 
771, Oct. 1951. 


829. Precautions Against Collapse in Peridural 
Anaesthesia for Gynaecological O (Die 
Bekimpfung der Kollapsgefahr bei gyndikologischen 
Operationen in Periduralandsthesie.) 

By M. Errericu. Praxis, 40, 908-910, Nov. 1, 1951. 


830. The Intraperitoneal Application of “ Mara- 
badal” During Operations for Inflammatory Diseases 
(Ober intraperitoneale Anwendung 
von Marbadal bei Operationen eitriger Genitalaf- 
fektionen.) 
By W. Horrkamp. Zbi. Gyndk.. 73. 
1951. 17 refs. 


831. Dilation and Curettage. 
By J. S. Kreicer. Cleveland Clin. Quart., 18, 285- 
288, Oct. 1951. 2 refs. 


832. The Construction of an Artificial Vagina. With 
Ten Year Follow-up Studies. 

By B. Worp. Sth. med. J., 44, 375-382, May 1951. 
7 figs., 24 refs. 

This article opens with sections describing the history 
of congenital absence of the vagina, the embryology of 
the vagina, and the frequency of its absence. [These 
are so short as to be valueless.) Some modern operative 
techniques for construction of an artificial vagina are 
briefly described, and then the author gives an account 
of his own method as used in 9 cases, 7 congenital and 
2 traumatic in origin. 

He uses a vaginal prosthesis of balsam wood, or a 
plastic or silver-plated mould. This is inserted into the 
cavity which he dissects between the bladder and the 
rectum and retained until full epithelial covering of the 
vagina is achieved. This may take months or years. 
A self-retaining prosthesis was devised for some 
patients. Coitus is permitted as soon as it is painless. 
One patient has produced three babies since her opera- 
tion, each of which was delivered through the vagina. 
In no case was a laparotomy performed, but the author 
places strong emphasis on the need to search carefully 
for coexistent abnormalities of the urinary tract. 

Calvin P. B. Wells 


1225-1229, 


833. Experience and Progress in Endoscopy of the 
Pouch of Douglas. (Erfahrungen und Fortschritte bei 
der Douglasskopie.) 

K. THoMsen. Geburtsh. u. Frauenheilk., il, 587- 

. July 1951. 6 figs., 7 refs. 

wae observation of the pelvic organs can be made 
through the pouch of Douglas, by means of a cysto- 
scope passed through a trocar. The technique is 
described in detail, the operation being carried out in 
the knee-chest position under full anaesthesia. Full 
view of all the pelvic organs, including the utero-sacral 
ligaments, is obtained, but some manipulation is 
required to bring under observation the middle por- 
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tions of the uterine tubes which are normally obscured 
by the ovaries. It is not recommended that the 
appendix be observed unless it lies in the pelvis. The 
main contra-indications are fixed retroversion, adherent 
gut, pregnancy, or a large fixed tumour in the pouch 
of Douglas. Complications are rare, the operation 
being performed under cover of 400,000 units of 
penicillin. One case out of 160 showed a febrile 
reaction. In 166 cases of “ Douglasoscopy” 150 
demonstrated pelvic organs clearly and a number of 
coloured photographs were obtained; 16 of these were 
found to be early ectopic gestations, in which pre- 
liminary puncture of the pouch had proved negative 
for blood. 

Two cases of vague pelvic pain, where direct observa- 
tion confirmed the presence of organic lesion, are 
described. Of 78 cases in which examination under 
anaesthesia failed to find any lesion, direct vision 
detected 34 cases of inflammation of appendages, 2 
double hydrosalpinges, 13 unilateral hydrosalpinges, 
and several cases of adhesions between appendages and 
parietal peritoneum, a frequent cause of pelvic pains 
and dyspareunia. Eight cases of suspected pelvic 
tuberculosis were examined, and one case was observed 
to have definite tubercle present. Endometriosis has 
been detected, especially in utero-sacral ligaments, and 
the technique has been useful in examination for 
sterility, in conjunction with Hinselman’s blue solution, 
which is injected into the uterus and its outflow from 
the tubes, or obstruction therein, observed. The 
absence of ovaries, in amenorrhoea, has also been 
demonstrated; the observation of ovulation has been 
attempted, so far unsuccessfully. It is stressed that this 
method of diagnosis should only be used as an adjunct 
to all other forms of pelvic investigation. 

D. M. Sheppard 


834. Exploratory Culdotomy—Alternative to Lapa- 


rotomy. A Proposed Aid to the Early Detection of 
Pelvic Cancer. 

By J. B. Doyie. New Engl. J. Med., 244, 930-934, 
June 21, 1951. 5 figs., 14 refs. 

The author describes his techniques for direct visual 
examination of the pelvis through the pouch of 
Douglas, and refers to it as “ exploratory culdotomy ” 
Full operative details are given, with particular refer- 
ence to the use of illuminated retractors; pre-operative 
chemotherapy with terramycin is advised. It is claimed 
that the procedure is cheaper, simpler, and safer than 
a small laparotomy, that it is followed by a shorter 
convalescence, and that it allows a complete pelvic 
examination, particularly with regard to the detection 
of early ovarian disease. An incidental advantage is 
the ease of resection of the utero-sacral ligaments in 
cases of unexplained pelvic pain. 

{Although there will always be indications for 
operating through a posterior-colpotomy incision in 
selected cases, it is unlikely to become a routine pro- 
cedure. There are considerable technical difficulties in 
the nulliparous patient, and reperitonealization of 
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stumps is often unsatisfactory. The risk of infection 
is undoubtedly greater than with laparotomy.] 
W.G. Mills 


835. Critical Remarks on the Operation of Inter- 
position. (Kritisches zur Interpositionsoperation.) 

By H. Zacnert and H. Tiscner. Wien. klin. Wschr., 
63, 635-637, Sept. 7, 1951. 2 figs., 6 refs. 


836. Experience with Subtotal Colpocleisis (The Le 
Fort Operation) at Evanston Hospital. 

By T. W. McEun and W. L. BLackweLt. Quart. 
Bull. Nthwest. Univ. med. Sch., 25, 310-316, 1951. 
19 refs. 


837. Oi! Embolism Complicating Hysterolsalpingo- 
graphy. 

By N. KarsHmer and W. Srein. J. med. Soc. NJ., 
48, 496-499, Nov. 1951. 13 refs. 


838. Puerperal Hysterectomy. 
By R. A. CosGrove. Amer. J. Obstet. Gynec., 62, 
584-591, Sept. 1951. 


839. Sterilization Post Partum. [in English.) 
By F. B. HarrviGsen. Acta obstet. gynec. scand., 
34, 53-62, 1951. 3 refs. 


840. Indications for Hysterectomy. 
By J. L. Crimes. West Virginia med. J., 11, 356- 
358, Nov. 1951. 3 refs. 


841. Hysterectomy: a Personal Experience with Two 
Thousand Consecutive Cases in Private Practice. 

By C. Tyrone. Ann. Surg., 133, 819-829, June 1951. 
3 figs., 4 refs. 

Ihe author reviews 2,000 unselected consecutive 
cases in private practice in which hysterectomy was 
performed, over the 19 years to the end of 1949. In 
every case the operation was performed by him per- 
sonally, every patient examined pre-operatively by 
him, and he carried out 99 per cent of the follow-up 
examinations. The over-all mortality was 0.2 per cent 
(four deaths), with a mortality of 0.59 per cent for 
sub-total abdominal hysterectomy, 0.13 per cent for 
total abdominal hysterectomy, and 0.26 per cent for 
vaginal hysterectomy. In this connexion the author 
points out that in all but one case the patients were in 
good condition, fibroids were usually small, and pelvic 
inflammation was uncommon. One of the deaths was 
of a patient who was recognized beforehand as a poor 
surgical risk on account of cardiovascular instability. 

The indications for operation were: (1) fibroids (4 
per cent of the cases), only when they were causing 
symptoms or growing rapidly; (2) endometriosis (25 
per cent of cases); (3) uterine prolapse (vaginal 
hysterectomy was done in every case); (4) fibrosis uteri; 
(5) cervical stricture; (6) functional bleeding. In the 
majority of cases hormonal therapy or radium had 
been previously tried without success (the author's 
experience is that hysterectomy is a better treatment, 
in all such cases, than radium or hormonal therapy; 
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(7) carcinoma of uterus (48 cases were endometrial 
carcinoma, of which most were recognized before 
operation, and given in addition pre-operative and 
post-operative radiotherapy; some of the 59 cases of 
carcinoma of the cervix were only diagnosed in the 
laboratory after operation, but the majority [pro- 
portions not given] were treated by Wertheim’s hyster- 
ectomy after preliminary irradiation); (8) ovarian cysts; 
(9) pelvic infection (3 per cent of cases). 

No special pre- or post-operative measures were used 
unless particularly called for, apart from the fact that 
every patient was given a 5 per cent glucose-saline 
drip on the table; 1,167 operations were performed 
under spinal anaesthesia, the proportion increasing to 
90 per cent in the last few years. The author prefers 
this form of anaesthetic to any other. Early ambula- 
tion was practised, and every effort was made to get 
the patient up on the day following operation. 
Hospitalization rarely exceeded 8 days. 

Convalescence was interrupted in 28.8 per cent of 
cases, about half of them for unidentified reasons. 
Urinary infection was the commonest cause, particu- 
larly after vaginal hysterectomy. There was 1 fatal 
case of pulmonary embolism, and 9 cases of post- 
operative thrombophlebitis, the latter all treated by 
superficial vein ligation. One case of pelvic abscess 
occurred after sub-total hysterectomy. 

With regard to the type of hysterectomy, the usual 
indications for the vaginal route were followed. 
Where the abdominal operation was used, total 
hysterectomy was the operation of choice, and the 
author made use of it more frequently in the latter 
years. In the last 12 months of the series, out of 197 
abdominal hysterectomies only one was a sub-total 
hysterectomy. In his hands the total operation took. 
on an average, only 4 minutes longer than the sub- 
total operation. M. Halden Lloyd 


842. Synchronous Combined 
Hysterectomy. 

By J. Howxins. Lancet, 1, 872-874, Apr. 21, 1951. 
3 refs. 


The author states that the commonest site of recur- 
rence of carcinoma after Wertheim’s hysterectomy is 
in the newly formed vaginal vault. He suggests that 
it is possible to remove a much larger area of vagina 
in advanced carcinoma if two surgeons operate simul- 
taneously by the vaginal and abdominal routes. 

The operation should be performed only in a large 
hospital with an adequate nursing and resident staff. 
After admission to hospital at least 1 week before 
operation, biopsy of the cervix under anaesthesia is 
carried out. In addition, there is a thorough general 
examination and speciai attention is paid to diet and 
any anaemia or urinary infection. Intravenous 
pvelography is always performed. and frequent vaginal 
douches, followed by light packing, are given. 

Glucose-saline is given by drip infusion throughout 
the operation and is replaced by blood if necessary. 
Catheterization under anaesthesia is carried out and 
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the patient is placed in the lithotomy-Trendelenburg 
position. Each team consists of a surgeon, an 
an assistant surgeon, and a theatre nurse, and each 
has its own instruments and swabs, which are marked. 
The abdominal operation is performed as described 
by Bonney except that a block dissection of the growth 
and lymph nodes is made from above downwards and 
centripetally. 

The vaginal team in the meantime separates the 
lower part of the vagina. The vagina is then packed 
and closed with interrupted sutures and the dissection 
continued upwards until the cardinal ligaments are 
reached. These are secured and cut while the 
abdominal surgeon guards the ureters. He then ties 
and cuts the uterosacral ligaments while the vaginal 
operator guards the rectum. Damage to the superior 
haemorrhoidal artery, resulting in necrosis of the 
rectum, must be avoided. The uterus is delivered 
through the vaginal opening if possible and the vaginal 
cavity is lightly packed with flavine and paraffin gauze. 
At the same time the peritoneal suture is completed 
by the abdominal operator. 

Sedation and intravenous fluids are important in 
the immediate post-operative period, and prophylactic 
chemotherapy is given. A self-retaining catheter is 
inserted for 5 days, although retention may occur 
occur later. Vaginal packing is discontinued as soon 
as possible after 48 hours, and the cavity heals slowly 
over a few weeks. Margaret D. S. Binnie 


843. Total versus Subtotal Abdominal Hysterec- 
tomy. 

By P. Vara and O. KINNUNEN. Acta obstet. gynec. 
scand., 31, Suppl. 5, 5-43, 1950. 42 refs. 


844. Hysterectomies in Private Practice. 
By H. G. Wattace. J. int. Coll. Surg., 16, 365-373, 
Sept. 1951. 5 refs. 


845. Vaginal Hysterectomy, the Treatment of Choice 
for Benign Enlargements of the Uterus. 

By H. M. Britt and M. GoLpen. Amer. J. Obstet. 
Gynec., 62, 528-538, Sept. 1951. 10 refs. 


846. The Climacteric Following Supravaginal 
Hysterectomy. [In English.] 

By K. KNUTSEN. Acta obstet. gynec. scand., 31, 
9-24, 1951. 2 figs., 29 refs. 


847. Macromastia Following Hysterectomy. (In- 
tento de interpretacion fisiopatologica en un caso de 
macromastia consecutivo a una histerectomia total.) 

By A. Ucros. An. Soc. Bioi. Bogota, 4, 155-165, 
June 1951. § figs., 31 refs. 


848. Ovarian Hypertrophy after Unilateral Hyster- 
ectomy. f 

By A. M. Manpt and ZucKERMAN. J. Endocrinol., 
7, 339-343, Oct. 1951. 13 refs. 


849. The Effect of Hysterectomy on the Action of 
Oestrone on the Symphysis Pubis of Ovariectomized 
Mice. 
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By K. Hatt. J. Endocrinol., 7, 299-306, Oct. 1951. 
1 fig., 8 refs. 


850. Pelvic Evisceration with Construction of New 
Bladder in One Stage. A Case Report. 

By H. S. RaFat. Delaware med. J., 23, 310-314, 
Oct. 1951. 2 refs. 


851. Tubal Sterilization: A Review of 1,169 Cases. 

By J. G. Lepr, J. H. RANDALL, and W. C. KEETEL. 
Amer. J. Obstet. Gynec., 62, 568-575, Sept. 1951. 
30 refs. 


852. Polyethylene Intubation in Reimplantation of 
the Oviducts. 


By J. L. Pert. J. int. Coll. Surg., 15, 576-584, May 
1951. 5 figs., 13 refs. 

Three factors are of importance in the management 
of sterility caused by tubal obstruction—namely, the 
re-establishment of patency; maintenance of patency 
during the period of healing; and the maintenance of 
patency afterwards. After discussing the various 
methods in vogue the author describes his method of 
dealing with the second factor—the maintenance of 
patency during the healing period—by the insertion 
of a plastic tube as an “ indwelling catheter” into the 
reconstructed tube. Polyethylene catheters were used 
for this purpose and, since the reaction of the tissues 
to them is known to be minimal, healing took place 
uneventfully and the plastic tubes were easily with- 
drawn per vias naturales at the end of 14 days post- 
operatively. The use of this simple internal splintage 
is therefore recommended as a safety measure in the 
management of tubal sterility. G. Blaine 


853. Restoration of Conceptive Ability following 
Surgical Sterilization. 

By C. A. Pauxstis. J. Mich. med. Soc., 50, 1238 
and 1243, Nov. 1951. 


854. The Cure of Enormous V esico-cervico-urethro- 
vaginal Fistulae by Closure of the Bladder by a Com- 
bined Vaginal and Retropubic Approach, with Second- 
ary Urethroplasty. (De la cure des fistules vésico- 
cervico-urétro-vaginales monstrueuses par fermeture de 
la vessie par les voies vaginale et rétro-pubienne com- 
binées, et urétroplastie secondaire.) 

By L. Sapapini and J. Ducassou. J. Chir., Paris, 
67, 305-321, Apr. 1951. 12 figs. 

In the Mohammedan races of North Africa vesico- 
vaginal fistulae occur to an extent never encountered in 
France. They result from faulty obstetrics and failure 
to attend early for treatment. A loss of tissue occurs, 
the extent of which is almost unbelievable and which 
involves the base of the bladder, the upper end of 
the urethra, and the upper anterior vaginal wall. A 
huge cloaca remains. The usual methods of fistulk 
repair cannot be considered, and treatment is further 
handicapped by the attitude of the Muslim husband. 
An approximation to normal anatomy is essential 

The patient is first placed in the lithotomy position 
and the vaginal side of the cloaca is freed from a dense 
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surrounding mass of scar tissue. I he abdomen is then 
opened and the bladder mobilized retropubically. The 
base of the bladder is completely freed and then closed. 
Great care must be exercised to avoid the ureters, 
which may open directly into the cloaca. Suprapubic 
drainage is established and the patient returned to 
the lithotomy position. The vaginal opening is now 
firmly closed. 

The second stage of the operation is performed 3 to 
4 months later. A new urethra is constructed by 
tunnelling up behind the pubis. Should there be in- 
adequate tissue between vagina and pubis, the 
urethral opening may be made lateral to the labia 
minora. In extreme cases a tunnel may even be made 
through the pubic ramus. The results of the operation 
have been excellent, and after a little training conti- 
nence is assured R. T. Burkitt 


855. Surgical Treatment of Vesicovaginal Fistula 
after Tretiakov and Buyko. (Chirurgicka létba vesiko- 
vaginalnich pistéli podle Tretjakova a Bujko.) 

By V. Snaww. Ceskoslov. Gynaek., 16, 193-197, 
1951. fig. 


856. Treatment of Stress Incontinence in Women 
by Perrin’s Operation and My Own Modification. 
(Lééeni inkontinence moti u Zeny operaci Perrinovou 
a viastni modifikaci.) 
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By A. Bernarp. Ceskoslov. Gynaek., 16, 186-192, 
1951. 3 figs., 23 refs. 


857. Experience with Martius Operation of Indirect 
Muscle-plastic in Urinary Incontinence. (ZkuSenosti 
s nepfimou svalovou plastikou podle Martiuse pfi 
motové inkontinenci.) 

By V. Cumetix. Ceskoslov. Gynaek., 16, 181-185, 
1951. 


UROLOGY 

858. A Case of Supernumerary Ureter Opening 
Extravesically. {In English.] 

By C. J. CarRtsen. Acta obstet. gynec. scand., 3, 
439-543, 1951. 5 figs., 36 refs. 


859. Injuries of the Female Bladder and Urethra. 
By C. S. Russet. Edinb. med. J., 58, 437-450, 
Sept. 1951. 16 figs., bibliography. 


860. Vulval Prolapse of a Ureterocele. (Uretero- 
celenprolaps in die Vulva.) 

By K. MeNHOoFER. Wien. med. Wschr., 101, 839- 
840. Nov. 3, 1951. 13 refs. 


861. Vesicovaginal Fistula from the Standpoint of 
the Urologist. 

By V. J. O’Conor and J. K. Soxor. J. Urol., 6, 
579-585, Oct. 1951. 3 figs. 
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A Sandoz Oxytocic 


METHERGIN 


is a preparation of methylergometrine, a semi- 
the frequency of uterine contractions and the 
tonus of the uterus and in this respect is 1.5—2 
times as powerful as ergometrine. Furthermore, 
the duration of its oxytocic effect is prolonged, 
lasting up to 8 hours. No untoward effects on 
blood-pressure have been observed and Mether- 
gin can be administered even in septic cases. 
The introduction of this preparation thus marks 
a real advance in obstetrics. 


Tablets 
Ampoules Oral Solution 


Literature and samples available on request 
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